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CHAPTER I 
INTRODUCTION 
This study was undertaken to explore the experience 
of ten families who, having applied for help to the Douglas 
A. Thorn Clinic for Children, refused further diagnostic 
service. 
Through personal interviews, held one to two years 
after the single clinic contact, and through examination of 
the records of the application interviews, it traced this 
experience, as perceived by the mothers concerned, through 
its several stages, viz., the crisis which led them to apply 
to the clinic1 the experience at the clinic itself; subse-
quent changes in the child and in the family in relation to 
the problems presented7 and the sources of help in the family 
and in the community which they were able to utilize. 
Answers were s·ought to the following questions: 
1. What had brought these families to the clinic in 
the first place? 
2. What had the clinic experience meant to them? 
3. What changes had occurred since their contact 
with the clinic in the child 1 s functioning and in the family 
situation? 
-1-
4. What sources of help other than the clinic had 
been available to them? 
Approximately one third of all clients who apply to 
social agencies fail to return after the initial interview. 
Because of the limited resources of most agencies, this is 
a problem that has long been an issue of concern in case-
work. To a large extent the factors subjected to systematic 
study have been those involved in client attitude as seen at 
the initial interview or those involving agency practice. 
An examination of casework records and of the research shows 
that traditionally continuance and discontinuance have been 
linked to intra-psychic factors such as the client•s 
motivation, defenses, and willingness to change. Little 
systematic attention has been given to other possible 
factors such as: 1) the nature of the crisis and the 
degree to.which it is disturbing to the client and his 
family: 2) the client's perception of the agency and the 
meaning to him of his contact with itr 3) changes in the 
problem situation and in the reality: and 4) the availabil-
ity of other sources of help, especially other persons in 
the client's life situation. 
In exploring these four areas, this study seeks to 
determine whether elements in them influenced the decision 
to refuse further service. 
2 
CHAPTER II 
REVIEW OF LITERATURE 
This review of the literature pertinent to the 
problem begins with a consideration of some of the research 
relating to continuance of service at social agencies. The 
theoretical discussion which follows is divided into three 
sections: role theory and intake problemsr theories of 
crisis and equilibrium7 and client resistance. 
Research on Continuance in Social Agencies 
The case of the client who applies to an agency for 
help and then does not accept the service which is offered 
has long been of concern to casework. According to Helen 
Perlman, nof every three persons given the time, attention, 
and beginning casework at the agency's intake desk, one 
drops out before the second interview ... l An analysis of 
3, 444 closings during March, 19_48, in sixty-four member 
agencies of the Family Service Association of America showed 
that: 
1Helen Harris Perlman, 11 Intake and Some Role 
Considerations," Social Casework, vol. 41 (April, 1960), 
p. 171. 
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In about a third of the cases further service 
was considered appropriate, but the case was 
closed because the client did not return despite 
a plan for continuation (22%) or because he was 
unwilling to accept a plan for further contact 
(13%) • 2 
A number of other studies confirm this figure. 3 
In exploring the many facets of this problem, 
different investigators have called attention to a variety 
of factors involved. A group of studies has concentrated on 
elements in the client•s attitude. Several of these have 
found a high correlation between discontinuance and the 
client•s initial projection of responsibility for his prob-
4 lems onto other persons or onto his environment. Margaret 
Blenkner•s study, which sought to determine whether continu-
ance could be predicted on the basis of the initial inter-
view, found two additional aspects of client attitude 
contributing to discontinuance. These were: 1) a negative 
attitude toward exploring the problem and its possible 
solutions1 and 2) a failure of the client to see himself as 
2Ann w. Shyne, "What Research Tells Us about Short-
Term Cases in Family Agencies," Social Casework, vol. 38 
(May, 1957), p. 224. 
3Lilian Ripple, "Factors Associated with Continuance 
in Casework Service, .. Social Work, vol. 2 (January, 1957), 
p. 901 also, Leonard s. Kogan, "The Short-Term Case in a 
Family Agency: Part II," Social Casework, vol. 38 (June, 
1957), p. 296. 
4shyne, op. cit., pp. 225~2261 also Kogan, op. cit., 
p. 298. 
4 
an active participant in the problem solving process. 5 
Failure to recognize their own involvement in their problems 
was also seen as characteristic of clients who did not 
return after a single interview at the San Francisco Family 
and Children's Agency, according to a study made in 1955. 6 
Another series of studies has examined the problem 
of discontinuance in relation to the quality of agency 
service. The chief weaknesses identified were the failure 
on the part of the worker to get a clear picture of the 
problem and failure to clarify the client•s understanding 
and expectations of the agency. 7 
In a study of factors associated with continuance in 
casework, Lilian Ripple broadened the focus to include not 
only the client and the agency but also factors in the 
environment. Particular attention was given to the roles 
played by other persons in the client's life. The sample 
was divided into two groups: those who presented external 
problems and those who presented psychological problems. 
In both groups factors in the environment were found in 
first place as determinants of continuance. However, each 
group was affected by different environmental elements. 
5Margaret Blenkner, .. Predictive Factors in the 
Initial Interview in Family Casework, .. Social Service 
Review, vol. 28 (March, 1954), pp. 65-73. 
6shyne, op. cit., p. 226. 
7 Ibid., pp. 226-229. 
5 
For those who presented external problems, "the realities of 
the environmental situation" seemed to be the first factor 
in distinguishing the continuers from the discontinuers. 
For the 221 clients presenting psychological problems, 
Ripple concluded: 
Environment is of primary importance, motivation 
somewhat less so, service differentiates only in 
relation to 'encouragement, 1 and again, capacity 
does not appear to be associated with continuance or 
discontinuance. 
The important feature of the environment for 
this group is not the general economi~ and social 
conditions but the role played by other people. 
For other people in the environment to be judged 
clearly supportive of a positive resolution of the 
problem is .•• favorable. Conversely, it is un-
favorable if other people were rated as impe:ding; 
but it is equally unfavorable if, • . . there was 
insufficient evidence to rate the role played by 
other people!8 
rn summing up current research pertaining to continu-
ance in casework and other helping relationships, George 
Levinger found that: 
Many more studies have focused on the personal 
than on the environmental attributes of persons in 
treatment •••• It would appear that a person's 
continuance in treatment is influenced, at least 
in part, by the actions and attitudes of those 
around him. Relatives, friends, and acquaintances 
may encourage or discourage a person from seeking 
help with his problems •.•• [but] •.• There 
seems to be little systematic knowledge about the 
connection between [the clien§ 1 s] environment and 
his continuance in treatment. 
8Ripple, op. cit., pp. 87-92. 
9George Levinger, "Continuance in Casework and Other 
Helping Relationships: A Review of Current Research, .. 
Social Work, vol. 5 (July, 1960), pp. 44-45. See also, 
6 
Three Follow-up Studies. The methodology and findings of 
three follow-up studies contributed to the planning for the 
present study. 
1. A major research study on the short-term case in 
a family agency was carried out by the Institute of Welfare 
Research of the Community Service Society of New York City. 
Feeling that most of the studies on short-term casework had 
been "limited to the analysis of available case record 
material," the designers of this study included follo~up 
interviews with clients several months after the case was 
closed. 
We proposed not only to examine what brought 
the client to the agency and what happened during 
his relatively brief period of contact but also 
to follow up the client some months after closing 
to see what his experience with CSS had meant to 
him and to what extent the experience appeared to 
have affected his problem situation,lO 
One section of the study compared the workers• 
opinions of why the clients had discontinued with the 
clients• own reasons for their failure to return. 
In a large majority of instances, the workers 
tended to attribute client discontinuance to lack 
of interest or resistance to participation, . • • 
Martha Lake and George Levinger, "Continuance beyond Appli-
cation Interviews at a Child Guidance Clinic, " Social Case-
work, vol, 41 (June, 1960), p. 309. 
10 Kogan, op. cit., Part I, Social Casework, vol. 38 
(May, 1957), p. 232. 
7 
From the follow-up, however, there is evidence 
that while dissatisfaction with either the 
progress made or with the worker was the most 
common reason cited for discontinuance •••• 
According to the clients, the two other most 
common factors associated with cessation were 
either improvement of the problem situation or 
inability on the part of the client to maintain 
contact because of circumstances such as 
distances, necessity of taking care of other 
children, interference with work, and so on.ll 
Another question, put to both workers and clients, 
sought to determine whether the contact with the agency had 
been helpful. The workers judged that those clients who had 
participated in planned closings had been helped to a 
greater extent than those who had dropped out. However, in 
the follow-up clients in both groups expressed the feeling 
that they had been slightly helped and a majority in both 
groups indicated 11 that the problem that had brought them to 
the agency was at least partially cleared up."12 
2. In 1949, a follow-up study carried out at the 
Douglas A. Thorn Clinic for Children, (at that time called 
The Habit Clinic for Child Guidance), also found that in a 
fairly large proportion of cases which did not continue past 
application the parents felt that there had been an improve-
ment in the problem situation. 13 In this study fifty 
11Ibid., Part II, Social Casework, vol. 38 (June, 
1957), p. 302. 
12Ibid., Part III, Social Casework, vol. 38 (July, 
1957)' p. 374. 
13Margaret Parker Henry, Fifty Applicants Who Did Not 
Accept the Services of a Child Guida.nce Clinic, p. 30. 
8 
application interviews were analyzed and ten of the non-
continuing applicants were interviewed by telephone in a 
follow-up study. All of the mothers in the follow-up 
reported some degree of improvement in the problem, most of 
them feeling that change in their own attitudes had caused 
it. Nine had used other sources of help, half of them 
14 listing the family physician as the major helping person. 
3. Improvement in the child was one of the major 
findings in another follow-up study which sought by means 
of telephone interviews to find out what had become of forty 
families who had been accepted for treatment at a child 
guidance clinic after a series of diagnostic interviews but 
who had not returned to begin treatment when they were 
called. The follow-up took place two to three years after 
the case had been closed by the clinic. The author found 
that: 
. • • there are various reasons why families do 
not return to the clinic, the most frequent 
being that the child improves, the parent did not 
think they were supposed to return, and the wait-
ing period, in this order.lS 
These findings led the writer to speculate on the 
possibility of spontaneous remission of symptoms, especi-
ally since she also found that less than one third of these 
14.,.,_. d ~., p. 48. 
15Ann Inman, "Attrition in Child Guidance," Smith 
College Studies in Social Work, vol. 27 {october, 1956), 
p. 62. 
9 
families had sought help elsewhere. For those who found 
other help, the sources "which tended to be most helpful 
were the school and family physicians, rather than the 
social agencies or psychiatrists."16 
Role Theory and Intake Problems 
Another aspect of the problem of continuance is the 
role expectations of the client. Perlman emphasizes the 
importance of clear understanding of roles in the intake 
process. Pointing to the research concerned with the 
problem of dropouts, she finds that little attention has 
been given to the clients• understanding and expectations 
of the agency. 
The proposition I suggest for testing is this: 
What an applicant will do in the intake phase of a 
case is heavily conditioned by his conception of 
what is expected of him and what he may expect, in 
return, from the caseworker and agency--in short, 
by his conception of his and the caseworker•s 
roles in relation to the problem he brings.I7 
Aaron Rosenblatt expands this concept of role by 
adding to it the ideas on role-set, status-set, and 
person-set developed by Robert Merton and his associates 
at Columbia University. In doing this, he underscores the 
multiplicity of roles assumed by any single person and he 
sees conflict between the role of client and other roles as 
16Ibid., p. 72. 
17 Perlman, op. cit., p. 172. 
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a possible explanation for discontinuance. 18 
Considered in the framework of role theory, the 
client must be seen not only in his role as client but in 
his many other social roles as well. 
Role implies interaction. No role can be 
carried alone •••• Every role involves one or 
more others .••• [This] signals to us aware-
ness that others than the individual client who 
presents himself will be involved in causing or 
affecting his problem, involved in its solution 
or outcome, involved in its consequences. 
Therefore it alerts us to the necessity to con-
sider those others • • . whose roles seem vital 
to the problem-to-be-worked.l9 
In applying this idea to the intake process, 
Rosenblatt poses the following question for study: 11Which 
members, if any, in the client 1 s person-set assume the role 
of confidant or substitute ·social worker? 1120 
Theories of Crisis and Equilibrium 
In recent years, Nathan Ackerman and others have 
applied the concept of homeostasis to the family constel-
lation. According to this theory, the family operating as 
a unit tends to arrive at a balance of interacting 
18 Aaron Rosenblatt, ''The Application of Role 
Concepts to the Intake Process," Social Casework, vol. 43 
(January, 1962), p. 11. 
19Helen Harris Perlman, 11 The Role Concept and Social 
Casework: Some Explorations, 11 Social Service Review, vol. 
25 (December, 1961), pp. 376-377. 
20Rosenblatt, op. cit., p. 14. 
11 
-._, ·-«-- --. 
,,_ 
personalities in much the same way as the physical organism 
mobilizes its resource to fight invading disease and restore 
the balance of customary function or as the individual 
brings his defenses into play to maintain the balance of his 
psychic structure. This balance within the family may be 
adaptive or mal-adaptive. It may be in the interest of all 
family members or at the expense of some. It may be a firm 
balance or a precarious one. Good or bad, balance there 
must be if a family is to function. 
Ackerman has found that it is the upsetting of the 
customary balance rather than specific symptoms that moves 
a family to seek help from an outside agency. 
In many families there is no thought of 
psychiatric referral as long as the neurotic 
tendencies of the family members are moderately 
well compensated within the pattern of recipro-
cal family role relations. The timing of the 
demand for professional help tends very strongly 
to coincide with the immediate, dramatic impact 
of a decompensation in the previous state of 
balance, which brings in its wake a distressing 
family conflict. Critical upsets of the emo-
tional equilibrium of a family group thus 21 become a significant mental health phenomenon. 
While Ackerman applies this concept of homeostasis 
to the basic psycho-dynamic structure of the family in 
treatment, Gerald Caplan, whose major focus centers around 
prevention, sees equilibrium as having an "internal 
21Nathan Ackerman, Psychodynamics of Family Life, 
p. 108. 
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= 
aspect- adjustment" and an "external aspect- adaptation."22 
Around the idea of adaptation he has developed a theory of 
crisis and equilibrium. 
• • • a crisis is provoked when a person faces an 
obstacle to important life goals that is, for a 
time, insurmountable through the utilization of 
customary methods of problem solving. A period of 
disorganization ensues, a period of upset, during 
which many different abortive attempts at solution 
are made. Eventually some kind of adaptation is 
achieved, which may or may not be in the best 
interests of that person and his fellows.23 
According to this theory, the crisis period is the 
optimum time for treatment. "During such periods of dis-
equilibrium it has been found that minimal intervention 
produces maximum lasting benefit. People are more suscept-
ible to influence at such times."24 
Perlman sees adaptation to crisis in terms of a 
shift in the problem. "No problem remains as it was at the 
moment of its first being experienced as a problem." She 
says: 
The immediate response of the human organism 
at the moment of its being attacked or frustrated, 
whether from within or without, is to turn on its 
many modes of adaptation.25 
22Gerald Caplan, An Approach to Community Mental 
Health, p. 43. 
23Ibid., p. 18. 
24Ibid., p. 251. 
25 
Helen Harris Perlman, Social Casework, p. 129. 
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She also applies the concept of equilibrium to the 
interaction of problem areas. Because "man lives as a 
dynamic interrelated whole, • • . whatever hurts or skews 
one part of his living will have its impact and reverber-
ations in other parts. 11 This would be discouraging for 
casework where it not for the converse fact that "just as 
a number of aspects of a person's life can be thrown askew 
by the maladjustments of one, so may a number of aspects 
right themselves by the adjustment of that one part."26 
In this frame of reference, application for help to 
a social agency may be seen as one of the adaptive ways of 
reacting to an individual or family crisis. However, such 
application does not occur at the point of maximum dis-
equilibrium, the period which Gordon Hamilton has described 
as "a period of fear, worry, or increased tension about the 
problem," during which the person is engaged in a 11 struggle 
to make up the mind to do something about it. "2 7 It comes 
rather at a point at which certain other steps in the 
adaptive process have already been taken. It must be seen 
as one stage in the client's self-mobilization, As 
Perlman has put it: 
26Ibid,, pp. 33-34. In a later article, "The Role 
Concept and Social Casework," Social Service Review, vol. 35 
{December, 1961), she discusses this in terms of social role. 
27Gordon Hamilton, Theory and Practice of Social 
Case Work, p. 150. 
14 
When the client brings himself and his prob-
lem to the agency, he has already, consciously 
or unconsciously, been at work on it. What he 
has tried to do or what he has desisted from 
doing, what ideas he has turned over in his mind, 
what resources he has tapped or left untouched--
how, in brief, he has attempted on his own to 
grapple and cope with his difficulty is a 
significant part of the content of discussion 
between him and the caseworker.28 
Viewed as one stage in the adaptive process, the 
very act of applying for help may have an effect on future 
steps taken in relation to the stressful problem even when 
the client does not return for further service. 
A further development of the theory of crisis 
suggests the need to differentiate between crises resulting 
from "chronic psychological disorders" and those resulting 
from "acute situational disturbances due to the occurrence 
of threatening events." Differential diagnosis and treat-
ment of the latter type of problem are focused: 
• • • not only on the individual and his problem-
solving efforts, but on all environmental factors. 
• . . It is of considerable importance for those 
involved in the treatment of individuals facing 
situational problems, therefore, to have first 
hand knowledge of how the behavior of community 
personnel and family members may affect th~ 
individual in his problem-solving efforts. 9 
28 Perlman, Social Casework, p. 129. 
29navid M. Kaplan, "A Concept of Acute Situational 
Disorders," Social Work, vol. 7 (April, 1962), p. 23. 
15 
Client Resistance 
In our earlier discussion of the studies of intake 
process, we have seen some of the factors that come into 
play to determine whether a client will continue into treat-
ment beyond the initial contact. In all clients, those who 
follow through as well as those who drop out, there is an 
element of ambivalence. Perlman very vividly describes 
what must go on in the applicant's mind when faced with the 
traditional practice of "ending" intake with the client's 
presentation of the problem. 
• . . On the basis of his appraisal of the facts of 
the client's difficulty and need, the caseworker 
judged whether or not the agency should go forward 
into providing its services. Where this judgment 
was affirmative, the client was assured that help 
would be forthcoming, and this was followed by the 
promise that he would be gotten touch with ••.• 
The client went horne and waited and thought. 
It can be imagined what some of his thoughts were. 
. . • There might be blissful relief that 
responsibility could be relinquished, followed, 
perhaps by a sense of betrayal when subsequent 
contacts revealed that this did not happen; or 
uneasy distrust of what plans would be hatched in 
his absence; or rising doubts as to what possible 
good could come of talking to a caseworker every 
Tuesday morning; or the marshalling of all the 
client•s negative feelings about changing himself 
or his situation and a decision to let well enough 
alone; and so forth. In short, there would be all 
the varieties of defenses aroused against the 
fears of the unknown.30 
30Perlman, Social Casework, p. 131. For further 
discussion of resistances and defenses, see Hamilton, 
op. cit., pp. 169-177. 
16 
The client who accepts further service resolves his 
ambivalence in the direction of his positive feelings toward 
the agency and his hope that it will be able to help him. 
But our concern in this paper is with the client "who openly 
rejects what the agency can do for or with him," whose 
motivation has been "not to find some way of working out a 
problem but to find a means [the agency] to produce a pre-
determined solution."31 
In the rejecting client the negative feeling 
is dominant, but it is toward the particular ser-
vice and condition of the agency; his •wanting, 1 
the push in him to get help, though of a differ-
ent kind, still remains.32 
In discussing the variety of ways in which people 
attempt to adapt to stressful life situations, Gerald 
Caplan recognizes this "push to get help." This is an area 
which he sees as needing further research. 
Now it would be very important for those of 
us working in this field to be able to describe 
the range of ways which people have of adapting 
to stress .••. 
We have to conceive that there isn•t just 
one way of dealing with this, and many of these 
ways will be healthy, adaptive ways; and many of 
them, or some of them, will be maladaptive ways. 
It's our job,. in our capacity as care-taking 
agents • • • to learn something about these 
things so that we can keep edging them in the 
healthy direction of the range .••• 
31Ibid., p. 154. 
32~., p. 133. 
17 
••. But I warn you, at the moment we're terribly 
ignorant in this area. We just don't know what 
are the ranges of healthy adaptation to even the 
simplest situation. I hope that during the next 
few years our researches will lead us to be able 
to draw the spectrum of reactions in many kinds 
of situations and maybe find some common elements 
in them so that we can do a little more than just 
support someone and hope they will find the right 
avenue •••• I think one could smooth the path 
by knowing how other people have handled this 
situation.33 
33Gerald Caplan, Mental Health Aspects of Social 
Work in Public Health, pp. 138-139, 
18 
CHAPTER III 
METHODOLOGY 
This follow-up study, exploratory and descriptive in 
design, was carried out through semi-structured interviews 
with ten mothers who had applied for service to the Douglas 
A. Thorn Clinic for Children, Boston, Massachusetts. Each of 
these mothers had been seen in application interview 
between October, 1959, and December, 19601 and had subse-
quently been offered further diagnostic service which she 
had not accepted. The follow-up: .. interviews took place in 
January and February, 1962. The time elapsed between the 
two interviews ranged from fifteen to twenty-six months. 
The Setting 
The Douglas A. Thorn Clinic for Children, a voluntary 
Red Feather agency in the Greater Boston area, is a psychi-
atric child guidance clinic for children between the ages of 
five and twelve. Its staff consists of psychiatrists, 
clinical psychologists, and social workers, who collaborate 
in diagnosis and treatment of parents and children. Fees 
are set according to income and the number of persons in the 
family but there is a top limit. Families whose incomes 
exceed $12,000-$15,000 are generally referred to private 
-19-
treatment. 
When a child is being treated at the clinic, it is 
generally expected that the mother will also be seen 
regularly. The father may be seen occasionally and he is 
periodically included in family conferences with one or 
both therapists. 
Referral. The first stage in the intake procedure is handled 
by members of the Social Service Staff. On a rotating basis, 
each day a social worker is available for one hour to take 
calls requesting service. Persons calling at other times 
are asked to call at the intake hour or the worker may call 
them back at her convenience. One of the requirements for 
consideration of a case is that the initial call be made by 
the parent. If another agency or a school makes the first 
contact, the worker explains that the case cannot be fully 
considered until the mother or father makes a telephoned 
request for application. 
This first telephone interview is fairly lengthy 
and quite searching. In addition to getting the parent•s 
statement of the problem and establishing the geographic 
and financial eligibility of the applicant, the worker 
explores the process which led him to call the clinic, the 
referral agent, the precipitating factors, the child's 
developmental history and current functioning, the general 
family situation, and the parent•s eXPectations of the 
clinic. Procedures are explained and the parent is invited 
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to ask any questions he might have. 
This information is presented to a weekly intake 
conference at which decision is made as to whether the case 
should be accepted for application or referred elsewhere. 
Accepted cases are referred to a magnostic team which 
assigns one of its members to the application interview. It 
is the responsibility of the social worker to inform the 
parent of the decision of the intake conference. If the 
decision has been to refer to another agency, she is pre-
pared to handle the necessary details. If the case has been 
accepted, she notifies the family that someone else from the 
clinic will soon call to arrange an appointment for both 
parents to come for an application interview for which a 
fee will be charged. The social worker also dictates a 
referral note which gives as muc~ information as possible 
to the interviewer assigned to the case. 
This process generally takes several weeks. In our 
sample, seven of the ten were seen in application interview 
within one month of their initial telephone call. All were 
seen within three months. 
Application. Unless there is a broken home, both parents 
are expected to come for the application interview which 
lasts from an hour and a half to two hours. The interviewer 
may be a psychiatrist, a psychologist, or a social worker, 
chosen according to what seems to be best suited to the 
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needs of each case. 
This interview explores more fully the various 
areas presented in the referral note: the problem as the 
parents see it, the child 1 s developmental history and 
current functioning, the family relationships, the precipi-
tating problem, and their expectations of the clinic. In 
addition, information is sought about the history of the 
marriage and the family background of each of the parents. 
This is also the time when the fee is set. If reports from 
schools, physicians, or other social agencies seem to be 
relevant, written permission is obtained from the parents 
to seek further information from these sources. 
The interviewer then records the session in con-
siderable detail together with his diagnostic impression of 
each of the parents, their interaction, and his estimate of 
their ability to use treatment. The complete file then goes 
to the assistant director of the clinic for evaluation and 
recommendations. Those cases not accepted for further 
service are returned to the interviewer who informs the 
family of the clinic decision and helps with any suggested 
referrals. Accepted cases are assigned to diagnostic teams 
for further evaluation. One of the members of the diagnos-
tic team has the responsibility for arranging the appoint-
ments. 
The time spent in planning for the diagnostic study 
varies from case to case. In our sample, the shortest time 
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lapse between the completion of the application interview 
and the call from the clinic for diagnostic appointments 
was six weeks; the longest was sixteen months. Seven of 
the ten families were called within seven months. 
Diagnosis. This is the point at which the child is brought 
to the clinic. Usually the diagnostic study involves two 
therapists although occasionally a family study is carried 
out by a single therapist. In most cases, the child is 
seen in at least three sessions by one therapist while a 
second therapist sees the mother three times and the father 
once. The evaluation may also involve psychological testing 
or referral for medical examination. Upon its completion 
both parents and both therapists meet together in family 
conference to discuss the diagnostic findings and make 
further plans. 
Sample Selection 
Four criteria were set up for the original selection 
of cases for this follow-up study: 
1. The application interview must have been 
completed more than one year and less than two years before 
the follow-up interview. 
2. The family must have been offered appointments 
for further diagnostic study. 
3. They must have failed to accept these appoint-
ments and refused any further service. 
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4. They had to be accessible by letter and by 
telephone at the time of the follow-up study. 
An examination of the agency files for the fifteen 
month period between October 11 1959, and December 31, 1960, 
revealed seventeen possible cases. Three of these were 
eliminated because the final closing note had not been 
recorded and we did not know definitely that the recommended 
diagnostic appointments were actually offered. One family 
was ruled out because it could not be reached by telephone. 
Another family was not included because of personal 
acquaintance with the writer. 
Letters requesting appointments were sent to the 
remaining twelve. Of these, one sent back an immediate 
refusal. Another1 later contacted by phone, made several 
appointments which had to be cancelled because of illness. 
Our sample, therefore, consists of those ten mothers who 
agreed to the follow-up interview. In order to include all 
ten of them, it was necessary to make a change in the 
criterion relating to time. The final sample included three 
cases in which the time lapse between application and follow-
up interviews was slightly over two years. 
Data Collection 
The data were obtained from two sources: 1) the 
case record consisting of an informational face sheet, the 
referral note, and the application interview; 2) .the 
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follow-up interview. 
Initial contact was made through a letter to the 
mother in which the writer identified herself as a social 
worker at the clinic and expressed interest in knowing how 
the child and the family had been getting along since the 
visit to the clinic. The worker also indicated that she 
would like to visit the horne in order to talk about this. 
(See Appendix A.) Within two weeks this letter was followed 
by a telephone call which sought to make a definite appoint-
ment. Twelve letters were sent out. By return mail one 
mother sent a refusal, saying that she would have contacted 
the clinic herself had she found it necessary. 
There were varied responses to the eleven telephone 
calls. Two mothers were very glad to hear from the clinic. 
They said that they had been thinking of calling the clinic 
again because they had problems they wanted to talk over. 
Three were quite matter of fact, setting the time for the 
horne visit without question. Another three, somewhat 
puzzled by the letter, were hesitant about making an 
appointrnent1 but when the research purpose of the study was 
explained to them in terms of helping the clinic improve 
its services to other parents and children, they agreed to 
have the worker visit. Two mothers were quite hostile at 
first. When appealed to on grounds of research and help 
for others, they continued to refuse horne visits but agreed 
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to lengthy telephone interviews. The eleventh mother 
insisted that she would see the worker only if her husband 
was present. Three appointments were arranged at the 
husband•s convenience but they were all broken because of 
illness. After the third cancellation, no further attempts 
were made to reach this family. 
Follow-up Interview. The follow-up interview, between an 
hour and an hour and a half in length, was semi-structured, 
focussing broadly in three areas: 1) the child's current 
functioning and the mother•s perception of change in the 
child or in the familyi 2) the mother's ideas about the 
reasons for change and sources of help7 3) the mother 1 s 
current feelings about her experience with the clinic. 
The schedule (see Appendix B) indicated the main 
outline of the interview, but this was not rigidly adhered 
to~ In preparation for each interview, the case record was 
carefully examined and a check list prepared to serve as a 
guide for the interviewer and to insure that all the 
original problems were discussed. 
The mothers were approached as collaborators in a 
project that would help the clinic to improve its services. 
Their methods of handling their problems were accepted as 
valid and they were asked to share their experiences. In 
explaining the research aspect of the study, the interviewer 
guaranteed anonymity and confidentiality. It was made 
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clear that they were not being asked to return to the clinic 
and their decision not to use its services was not questioned. 
While interest in the child and the family was implicit in 
the questions asked, the basic tone of the interview was one 
of objective inquiry. 
In the two cases where the mothers expressed some 
interest in returning to the clinic, they were reminded of 
the regular application procedure. In two other cases where 
the mothers indicated need for help for themselves, family 
service agencies were suggested. 
Limitations 
The nature of the setting and of the study imposed 
natural limitations on the sample. 
The age range of the children served by the agency 
accounted for the frequency of school-related problems. The 
ceiling on income of the clinic clients limited the economic 
level of the group. 
The fact that these families had to be reachable a 
year or two after the clinic contact further determined the 
selective nature of the sample. For example, the family 
which, in the application interview, showed the highest 
degree of disorganization and pathology could not be reached 
by telephone. 
Another limiting factor was the voluntary nature of 
the participation in the follow-up interview. A study of 
27 
the application interview of the mother who peremptorily 
refused to participate showed more economic and marital 
problems than any of the cases included in the study. 
Therefore the small select sample included in this 
study consisted of mothers of school age children in 
families of a given economic level with a certain degree of 
geographic stability who were willing to be interviewed. 
Further limitation was imposed by the fact that at 
no time were the children seen. All the information we have 
about them came from the parents. The identifying infor-
mation was the only objective factual material in the study. 
All the other data consisted of the mothers• perceptions of 
the child, the problems, and the reality situation. 
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CHAPTER IV 
FINDINGS 
This chapter describes the background characteristics 
of the ten families in the sample and the problems which they 
brought to the clinic. In presenting the nature of the 
crisis, it examines two factors: 1) the precipitating 
pressures causing them to come at this particular time7 and 
2) the degree to which the problem was disturbing to the 
family. It goes on to deal with some of the preconceptions 
held by the mothers about the clinic, their reasons for not 
returning, and their feelings about the clinic as a helping 
agent. It concludes with a description of developments 
subsequent to the application interview in terms of: 1) the 
actual steps taken to deal with the problem7 2) changes in 
the child and in the family as perceived by the ten mothers7 
3) the interaction between these changes and the mother's 
attitude toward the child7 and 4) the sources of help avail-
able to them. 
The Persons and the Problems 
Background Characteristics of Parents and Children 
The Parents. All of the families in the sample were white 
and, with the exception of one couple who had migrated from 
-29-
Ireland, all of the parents were native-born. Of these 
eighteen, one father came from Maine and all the rest were 
born in Massachusetts. Eight mothers and seven fathers had 
been born and had lived most of their lives in the Greater 
Boston area. 
Another factor indicating that these were stable 
families was that nine of the marriages were intact first 
marriages which had lasted from seven to twenty years. 
(See Table 1, page 32.) In the follow-up interview not one 
of the families reported any change in the husband•s occu-
pation or place of employment and only one family had changed 
its place of residence, this move being to another house in 
the same neighborhood. There were also no appreciable 
changes reported in income except in one case where the 
husband had taken on more overtime work. 
Most of the parents were between thirty and forty-
five years old, with the fathers tending to be somewhat 
older than the mothers. The one couple in which both 
husband and wife were over fifty were adoptive parents of 
a nine year old boy. (See Table 2, page 33.) 
The religious affiliation of five of the families 
was Jewish. Three couples were Catholic and one was 
Protestant. The single mixed marriage in the group was a 
second marriage for the Protestant mother. The religion of 
the child 1 s natural father was unknown in this case. 
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(See Table 3, page 33.) 
In terms of educational and socio-economic level, 
with the exception of one father who was an engineer with 
a Ph.D. degree and an income over $10,000, the group seemed 
to be lower middle class. One other father finished college 
and one stopped his education at the eighth grade, Five 
fathers were high school graduates and three of these had 
some training beyond high school level. The additional 
education beyond elementary and high school tended.to be 
along vocation lines, None of the mothers attended college 
at any time. Of the six high school graduates, four had 
gone on with further vocational training. In general, the 
educational level of the mothers was slightly lower than 
that of the fathers. (See Table 4, page 34.) 
All of the fathers were steadily employed, with most 
of them earning between $4000 and $7000 annually. The 
median for the group was $5200 and the mode lay in the 
$5000-$6000 range. (See Table 5, page 34.) None of them 
was unskilled. A truck-driver, a machine-maintenance man, 
a painter, and an automobile mechanic made up the group of 
skilled workers. The two owners of small businesses were 
very close to this group, one of them dealing in plumbing 
supplies and the other maintaining a tire repair shop. Two 
of the white collar group worked for the welfare department 
and the third was a clerk for the city. The only qualified 
professional was an electrical engineer. (See Table 6, 
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page 35.) 
Before marriage, six of the mothers had held paid 
jobs: three in the medical field, two as secretaries, one 
as a saleswoman. For the most part, they had not continued 
to work after they were married. Of the two who were 
working part-time at the time of the application interview, 
one had given up her job because of poor health before the 
follow-up. (See Table 7, page 35.) 
TABLE 1 
MARITAL STATUS AT TIME OF APPLICATION 
Number of Years 
Marital Status Total 
Under Over 
5 6-10 11-15 15 
Intact first 
marriage 2 5 2 9 
Second marriage 1 1 
10 
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TABLE 2 
AGE OF PARENTS AT TIME OF REFERRAL 
Age Fathers Mothers 
Under 25 
26-29 
30-34 2 
35-39 3a 
40-44 3 
45-49 
50-54 2b 
Total 10 
a Includes one step-father. 
bincludes adoptive parents. 
TABLE 3 
RELIGIOUS AFFILIATION OF PARENTS 
Catholic 
Fathers 4 
Mothers 3 
Jewish 
5 
5 
Protestant 
1 
2 
1 
1 
2 
4 
1 
lb 
10 
Total 
10 
10 
33 
••- •••~~·-·•-~·~~·-· -~·- -·r----~• 
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TABLE 4 
EDUCATIONAL LEVEL OF PARENTS 
Educational level Fathers Mothers 
Elementary school only 1 1 
Elementary school and 
vocational training 1 1 
Elementary school and 
some high school 1 2 
High School only 2 2 
High School and vocational 
training 2 4 
High School and some college 1 
College only 
College and some graduate work 1 
Graduate degree 
_1. 
-
-
Total 10 10 
TABLE 5 
INCOME LEVEL OF FAMILIES 
Annual income 
Below $4000 
$4000-5000 
$5001-6000 
$6001-7000 
$7001-8000 
$8001-9000 
$9001-10,000 
Above $10,000 
Total 
Number of families 
1 
_b 
10 
Total 
2 
2 
3 
4 
6 
1 
1 
_1. 
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aThis figure does not seem to be a true one. The home and 
tQe neighborhood as observed in the follow-up indicated a 
h.1.gher l.ncome. 
34. 
------·- -.- --· 
TABLE 6 
OCCUPATIONAL STATUS OF FATHERS 
Occupational level 
Unskilled worker 
Skilled worker 
Civil servant 
Small business owner 
Professional 
Total 
TABLE 7 
Number of fathers 
4 
3 
2 
1 
10 
OCCUPATIONAL BACKGROUND OF MOTHERS 
Paid position Before At time of At time of 
outside home marriage application follow-up 
Full-time 5 
Part-time 1 2 1 
None 2 8 9 
No information 2 
- -
- -
Total 10 10 10 
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The Children. Of the children for whom help was sought, 
eight were boys and two were girls. At the time of referral, 
nine of the children were between the ages of six and nine. 
(See Table 8, page 37.) All of them had already entered 
school, seven being found in the first three grades. (See 
Table 9, page 37.) Both the girls and two of the boys were 
in the third grade. For three of the four third graders, 
the presenting problem was school relatedr conversely, third 
graders accounted for half of those for whom the presenting 
problem was school related. While seven of the children had 
made normal school progress, the three boys who had been 
held hack in school all repeated the third grade. For this 
small select sample, the third grade seemed to have been a 
somewhat hazardous stage in school life when previously 
developing problems came to a head. Neither of the boys in 
the first grade at the time were referred for school-related 
prohlemsr yet four parents related the onset of the present-
ing problem to the time when the child entered school. 
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TABLE 8 
AGE AND SEX OF CHILDREN 
Boys Girls 
Age 
At At At At 
Referral Follow-up Referral Follow-up 
6 3 
7 2 1 
8 1 2 1 
9 1 2 1 
10 1 1 
11 1 1 
12 1 
Over 13 1 
Total 8 8 2 2 
TABLE 9 
SCHOOL GRADE OF CHILDREN 
Boys Girls Total 
Grade 
At At At At At At 
Ref. Fol. Ref. Fol. Ref. Fol. 
Kg. 1 1 
1 2 2 
2 1 1 1 1 
3 2 3 2 4 3 
4 1 2 1 2 
5 2 2 
6 1 1 
7 1 1 
8 
9 1 1 
Total 8 8 2 2 10 10 
;;_ 
Family Constellation 
Size of Family. At the time of the application interview 
seven of the families had two or three childrenr one family 
had an only child~ and there were two larger families. By 
the time of the follow-up interview three new babies had 
been born. There were no changes in the families with two 
children or less. Two families grew from three to four and 
one family grew from four to five. (See Table 10, below.) 
TABLE 10 
SIZE OF FAMILIES 
Number of Number of families 
children At application At follow-up 
1 1 1 
2 4 4 
3 3 1 
4 1 2 
5 
__! 2 
Total 10 10 
Ordinal Position of the Referred Child. Six children of 
the ten, including one twin and an only son, were the first 
born in the family. Of these three were the older of two 
children. A fourth was the only boy in a family of three at 
the time of application. (See Table 11, page 39.) 
Both the girls carne from families with only two 
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children and each of them had a brother, one of the brothers 
being younger and the other a twin. While the girls were 
among the first-born, the boys show a different picture. 
One of the boys was an only child1 another was the older of 
two. However, in three families where there were three or 
more children of which two or more were boys, it was the 
second boy who presented the problem. Only one boy in a 
family of three or more was the first born and in this case 
all the other children were girls. One boy was the youngest 
of the three boys in the family but not the youngest child. 
Half of the referred children were the only child of that 
sex in the family. (See Tables 12 and 13, page 40.) 
TABLE 11 
CHILD•s POSITION IN FAMILY IN RELATION TO ALL SIBLINGS 
Number of patients 
Position 
At application At follow-up 
Oldest 4 4 
Middle 2 3 
Youngest 2 1 
Only child 1 1 
Twin 1 1 
Total 10 10 
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TABLE 12 
CHILD'S POSITION IN FAMILY IN RELATION 
TO SIBLINGS OF SAME SEX 
Position Boys Girls 
First 1 
Second 3 
'l'hird 1 
Only one of sex 3 
...l. 
Total 8 2 
TABLE 13 
CHILD 1 S POSITION IN FAMILY IN RELATION 
TO SIBLINGS OF OPPOSITE SEX 
Siblings of Number of patients 
opposite sex Boys Girls 
Older 1 
Younger 1 1 
Both older and 
younger 2 
Twin 1 
None ~ -
-Total 8 2 
40 
Total 
1 
3 
1 
.2. 
10 
Total 
1 
2 
2 
1 
4 
10 
In this small select sample, in two-child families 
it was the older who presented problems to the parents. In 
the larger families, the more vulnerable child seemed to be 
the second boy. In half of the cases the patient was the 
only child of his sex in the familyr and in more than half 
he was the first child. 
Nature of the Problems Presented 
Presenting Problem. In six of the ten cases the presenting 
problem was related to school. School performance was the 
problem for three of the boys, while two of the boys were 
referred for disruptive behavior in school. The only girl 
with a school problem had developed school phobia after an 
illness. Two of the cases presented symptoms indicating 
conflict in parent-child relations. One of these was a boy 
who was having difficulty in separating from his motherr the 
other was a girl whose parents characterized her as dis-
obedient, defiant, and stubborn. One boy was referred for 
general behavior problems such as temper tantrums and 
fighting. Only one child was seen as having an intrapsychic 
problem, transvestism and effeminacy. (See Table 14, page 
42.) 
Most of the parents had long been aware of the 
problem, eight of them reporting its duration as two years 
or more. Of these, three said that they had been struggling 
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with the problem for five years or more. For four of the 
boys the difficulty had begun when they started in first 
grade. The oldest of the boys had run into trouble only in 
the past year when he started junior high school. For one 
boy and one girl the problem was seen as having begun at 
birth; and for two boys the parents placed the onset of the 
trouble in their toddler years. Although the parents of the 
girl with acute school phobia stated that the symptom had 
developed only a few weeks earlier after an illness, further 
exploration revealed that there had been problems of 
separation and withdrawal for many years, almost all the 
child's life. The duration of the problem as seen by the 
parents ranged from two weeks, in the case just mentioned, 
to nine years. (See Table 15, page 43.) 
TABLE 14 
NATURE OF THE PRESENTING PROBLEM 
Nature of problem Boys 
Number of cases 
Girls Total 
School related 5 1 6 
Conflict in parent-child 
relationships 1 1 2 
Behavior 1 1 
Intrapsychic 
__! 
-
1 
-
Total 8 2 10 
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TABLE 15 
DURATION OF THE PRESENTING PROBLEM 
A. Duration in terms of time 
Time Number of cases 
Less than 1 month 1 
Less than 6 months 
Less than 1 year 1 
At least 1 year 
At least 2 years 1 
At least 3 years 2 
At least 4 years 2 
At least 5 years 1 
More than 5 years 2 
Total 10 
B. Duration in terms of parents' perception of onset 
Problem began Number of cases 
At birth 2 
In toddler years 2 
Upon entering first grade 4 
Upon entering present grade 1 
After recent illness 1 
Total 10 
" 
Other Problems. In addition to the presenting proble~ from 
three to eight other problems relating to the child were 
mentioned in the different cases. (See Table 16, b&low.). 
Altogether fifty-two separate problems relating to these ten 
children were noted in addition to the specific problem 
which had brought them to the clinic. These were classified 
in nine areas which covered a wide gamut of difficulties. 
See Table 17, J:>elow.) .. 
TABLE 16 
NUMBER OF PROBLEMS OTHER THAN PRESENTING PROBLEM 
Number of Problems 
Number of Cases 
3 
3 
4 
1 
TABLE 17 
5 
1 
6 
2 
7 
2 
CLASSIFICATION OF PROBLEMS OTHER THAN PRESENTING PROBLEM 
Problem area Number of times Number of 
mentioned cases 
Intrapsychic 10 6 
Developmental 9 6 
Peer relationships 7 7 
Habits 6 5 
Health 6 5 
Parent-child relationships 6 5 
Sibling relationships 4 4 
Behavior (general) 3 3 
School 1 1 
--·· 
8 
1 
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In the area of intrapsychic problems, three parents 
characterized their child as nervous; two spoke of fears; 
and one each mentioned hyperactivity, inferiority feelings, 
nightmares, sexual curiosity, suicide threats, withdrawal. 
In the developmental area, general immaturity was mentioned 
in three cases; two cases presented feeding problems; and one 
case each involved self-care and toilet-training. In seven 
of the ten cases there were problems in peer relations; two 
parents said their children did not play while five said 
their children had no friends. Under habits, enuresis and 
thumb-sucking were presented in two cases each; in one case 
the complaint was temper tantrums and in another it was 
whining, In the area of health, four parents mentioned 
illness; one spoke of allergies; and one saw the child as 
accident-prone. Conflict and discipline each characterized 
two cases in which parent-child relationships were the 
issue. One case in this area involved separation problems 
and another involved a seductive relationship between 
father and daughter. In complaints about general behavior 
the terms aggressive, attention-getting, and demanding were 
used. Conflict and jealousy were the problems disturbing 
sibling relationships. In most cases where there were 
school related problems this was the presenting problem. 
School was mentioned only once in these other problems. 
This was in a case in which the presenting problem was 
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general aggressive behavior at home and in the neighborhood. 
Disruptive school behavior was mentioned as another facet 
of the problem. 
Table 18 (on page 47) gives a breakdown of the way 
in which problems in these areas were distributed in each 
case. The presenting problem is combined with other 
problem areas to give a total picture. While peer relation-
ships, intrapsychic problems, and school related problems 
shared first place in the list, each of them occurring in 
seven cases, peer relationships were not mentioned at all in 
the presenting problems and intrapsychic difficulty was the 
presenting problem in only one case. On the other hand, in 
six of the seven cases in which there were school related 
problems, this was the one presented. 
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TABLE 18 
PRESENTING PROBLEM AND OTHER PROBLEM AREAS BY CASESa 
Problem Case number Total 
area 1 2 3 4 5 6 7 8 9 10 number 
of cases 
Intrapsychic X X X p X X X 7 
Peer 
relations X X X X X X X 7 
School p p p p X p p 7 
Developmental X X X X X X 6 
Parent-child 
relations X p X X p X 6 
Habits X X X X X 5 
Health X X X X X 5 
Behavior X X p X 4 
Sibling 
relations X X X X 4 
Total 6 5 7 5 3 4 6 4 4 7 
ain this table P stands for presenting _problem~ 1f indicates 
a problem other than the presenting problem. 
Other Family Problems. In addition to the child's problem, 
most of the families reported problems of a more general 
kind, some of them temporary, ·others long-standing. Eight 
of the families were faced with problems related to physical 
well-being. In four cases illness was the problem; three of 
. ::- --~--- ---· ~--~- .. . : . ~--·--· -<~---·--·-- ~-«·~·,.£·---~ 
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the mothers were pregnant in the period under studyr and one 
mother was menopausal. In four cases there was marital 
conflict. In four families there was a history of some 
mental illnessr three of these involved the parents them-
selves while in the fourth case it was the maternal grand-
mother. Two of the families had previously had to deal with 
defective children, both older than the patient. In one 
case a mentally retarded sister was institutionalizedr in 
another a deaf older brother had received special training 
and was competently earning his living. In one case a mother 
who had recently moved to the suburbs was very lonely and 
having difficulty in adjusting to her new environment. One 
family reported a death and one reported financial problems. 
(See Table 19, below .l " 
TABLE 19 
OTHER FAMILY PROBLEMS 
Kinds of problems Number of families 
Health 8 
Marital 4 
Mental illness 4 
Defective children 2 
Interpersonal 2 
Death 1 
Environmental 1 
Financial 1 
.. 
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Summary 
In terms of external characteristics, the families in 
this sample seemed to be very stable. However, the number 
and variety of the problems presented suggested that their 
internal balance was precarious. Health problems, marital 
conflict, and mental illness were the most frequently 
mentioned family problems. 
As far as the children were concerned, in most of the 
cases the presenting problem was school relatedr but the 
parents had long been aware of many other problem, areas in 
the child's functioning. Intrapsychic problems and problems 
in peer relationships were mentioned in as many cases as 
school related problems although these were not what brought 
the parents to the clinic. 
The Nature of the Crisis 
Precipitating Pressures 
Much of the material concerning the pressures which 
had precipitated application to the clinic was contained in 
the referral notes and the application interviews. Further 
details were obtained in the follow-up interview, which 
focused more narrowly on these factors. 
The answers concerning the precipitating ;pressures 
were distributed along a continuum ranging from external to 
intrapsychic, or internal, pressure to seek help. At the 
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extremes, there was no case in which the pressures were 
purely internal, but there was one case in which all the 
pressure seemed to come from the school. In another case, 
nothing had been done about re~ving the discomfort caused 
by the problem and nothing was planned until there was very 
strong pressure from the school. In the largest number of 
cases, there had been a psychological awareness of trouble 
on the part of the mother. It needed only the verbalization 
of this feeling by a crucial person to move her to seek help. 
Two cases each fell on either side of this balance, i.e., a 
combination that involved a fairly even balance of the two 
kinds of pressure and a combination that was mostly internal 
with only a minimum of external pressure, Table 20 (on page 
50) shows the distribution within these six categories. 
TABLE 20 
PRECIPITATING PRESSURES 
Balance of pressures 
1. External pressure only 
2. Some internal awareness, but needing 
a strong push from outside 
3. Internal and external pressures in 
fairly even balance 
4. Long time psychological awareness, 
needing only outside recognition 
5. Intrapsychic, with minimal external 
pressure 
6. Intrapsychic pressure only 
Total 
Number of 
families 
1 
1 
2 
4 
2 
0 
10 
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Case Illustrations 
Group lz Parents felt no problem but were moved by external 
pressure. 
Case 5. This mother of three said of 
her youngest child, 11At home he's a perfect 
child, but at school he 1 s a little devil ... 
Upon the insistence of the school principal, 
they had taken him to Children's Hospital 
where referral was made to Thorn clinic. 11 I 
was going to take him anyway. Why would he 
be like Dr. Jekyll'and Mr. Hyde? I was a 
nervous wreck. The school bothered me more 
than the child. Every time that phone rang, 
I was sure it was the principal ... 
Group 2z Parents had some awareness of the problem but 
needed a strong push from the outside. 
Case 3. Richard was the youngest son 
by a previous marriage. His natural father, 
now divorced, had been hospitalized for 
schizophrenia off and on since the boy 1 s 
birth. Mother reported that Richard had 
long been a problem at home and in the 
neighborhood. He constantly embarrassed 
the family by teasing and provoking neigh-
borhood children and screaming for his 
older brothers to come to his defense. 
However, nothing was done about this until 
the school adjustment counsellor visited 
the home, pressed for corrective action, 
and recommended Thorn Clinic. In the appli-
cation interview the parents• attitude 
seemed to be that they had come only in 
order to be able to tell the school that 
they had followed instructions. 
Group 3: There was a fairly even proportion of internal and 
external pressure. 
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Case 9. In this family, where the only 
children were a pair of nine year old 
fraternal twins, serious marital difficulties 
had resulted in continuing Oedipal struggles. 
Mother, for whom the son was the 11 good 11 child, 
had for years been in bitter conflict with the 
daughter, whose relationship with the father 
seemed to be very close and seductive. Psychi-
actric treatment for marital problems had not 
prevented two separations. Parents were 
living together in an apparently hostile 
relationship during the time under study. 
Prior to the referral, both mother and daughter 
were in treatment at a family service agency. 
The worker there, feeling that the child 
needed more intensive treatment than they 
could give, referred the family to Thorn. 
Case 10. In response to school diffi-
culties two years earlier, mother had applied 
to several child guidance clinics, including 
Thorn, but had been told that intake was 
closed. Still feeling the need for help, she 
thought 11no one was interested. That's why 
I let it drop then and there ... She was quite 
responsive to the strong suggestion of the 
school guidance counsellor that she re-apply 
for treatment. The school counsellor made 
the first contact with the clinic because of 
the mother's feeling that a parent alone 
could not get attention. 
Group 4l Long aware of the problem, the mother needed only 
the verbalization of it by a crucial person out-
side the family to move her to seek help. 
Case 1. Speaking of her eight year old 
daughter, referred for acute school phobia 
following an illness, the mother said, 11 Ruth 
and I were very close. I was afraid to 
leave her. The real trouble began when she 
went to Kindergarten. Life was miserable. 
It was a daily struggle. When the baby was 
born, that was a terrible adjustment. What 
frightened me most was a habit she got when 
I would talk to her. If she didn 1 t like 
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what I said, she just put her hand over 
her ears closing everything out. I was 
beginning to feel that she was going to 
be like my mother who has a persecution 
complex. I tried to handle it by myself. 
I felt maybe when she got older it would 
work out. In the fourth grade, Ruth got 
very sick. I had to call the doctor, but 
when he got there she screamed and 
refused to let him touch her. He felt I 
had a problem and suggested that I go to 
a clinic for psychiatric help. 11 
Case 2. In this family an older 
daughter had been placed in a school for 
retarded children just prior to the 
patient's birth. When the boy's kinder-
garten teacher complained of his immatur-
ity, the mother became very upset, fearing 
that she had another retarded child. She 
did nothing about it, however, until the 
family dentist, noticing the boy's diffi-
culty in separating from his mother, 
suggested that she apply to Thorn Clinic 
for help. 
Case 6. This six year old boy was 
referred for transvestism. The mother 
described her concern and hesitation. "I 
was taking my oldest boy to CMC because of 
a pain in his bones. While I was there, I 
just mentioned to the doctor how Tommy 
liked to dress in my clothes. My sister-
in-law said that I must b~ stupid not to 
take him to a doctor, that he talked like 
a girl. Anyway I mentioned it to the 
doctor. He suggested a physical examination 
but they found nothing. Then he said maybe 
we should see a psychiatrist and he told us 
to go to Thorn. I think I'd have done some-
thing anyway because of what my sister-in-
law said. My husband and I had a big fight 
about a doll house and a doll I bought him. 
It was on my mind, wondering what to do. 
Case 7. This mother said that she had 
had difficulties with her six year old boy 
from birth, had never been able to manage 
him. "The reason I came to the clinic was 
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my neighbor who told me I ought to take him. 
This disturbed me. I thought it meant I had 
a really mentally ill child. I resented her 
telling me because this was a total stranger. 
She said, 'He's so disturbed. • I cried 
bitterly. I couldn 1 t say anything. We dis-
cussed it with our pediatrician. He recom-
mended Thorn. I wanted to go more than my 
husband, but he was agreeable. 
Group 5: The pressure was largely internal with minimal 
external stimulus. 
Case 4. This fifty year old mother of 
a nine year old adopted boy said, "In the 
fourth grade everything seemed to catch up 
at one time. We knew he was upset because 
of the low marks and nightmares1 but we 
didn't know what bothered him. We felt he 
should be getting better marks . " A friend 
had gone to Massachusetts General Hospital 
with a similar problem, so the mother called 
there. She was referred by them to Thorn. 
Case 8. This twelve year old boy had 
recently entered a large metropolitan high 
school for academically talented boys. The 
father, who had very little formal education, 
was very anxious for the boy to remain there 
and his son sought to please him. The 
mother felt he was not mature enough and 
wanted him to attend a neighborhood junior 
high school. She said, 11There was a lot 
going on at the time. There was friction at 
school and the boys were ganging up on him. 
I was unhappy. I remember speaking to a 
doctor and to Frank•s Latin tutor. They 
mentioned a couple of places, including Thorn. 
So I called up. " 
These vignettes show the decisive role played by 
outside pressure in eight of the ten cases. Even in the 
four cases where the internal disturbance was great, the 
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fact that the problem became apparent to an outsider was the 
triggering force. 
A closer scrutiny of the two cases where outside 
pressure was minimal reveals some similarities. Neither of 
these boys was seen as a problem to the parents or in the 
home. On the contrary, the mothers seemed quite proud of 
them and in both interviews there was a considerable empha-
sis on their positive qualities and achievements. Although 
the presenting problem in both cases was deterioration in 
school performance, there was no pressure from the school. 
The mothers had applied to the clinic because of concern 
over the child 1 s apparent unhappiness. In both cases the 
problem areas mentioned, fears and peer relationships, were 
seen as related to the school situation. Subsequently both 
boys were transferred by the parents to other schools 
where, both mothers reported in the follow-up interview, 
the problem had been completely cleared up. Both these boys 
were found in the group in which the mother reported 
maximum improvement. 
These two cases suggested that those families who 
came to the clinic because of their own inner feelings 
showed the maximum capacity for self-directed problem-
solving with a minimum use of other persons. In varying 
degrees the other eight families were more dependent on out-
side agencies and resources. 
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Family Disturbance 
Another element in the nature of the crisis was the 
degree to which the family felt disturbed. In five cases 
the child's problem was seen as creating a serious distur-
bance in the family balance; in three cases the disturbance 
was seen as moderate; in the remaining two, it was minimal. 
(See Table 21, below) 
TABLE 21 
DEGREE OF FAMILY DISTURBANCE OVER CHILD'S PROBLEM 
Degree of disturbance 
Number of cases 
Serious 
5 
Moderate 
3 
Minimal 
2 
In setting up the above scale four factors were 
considered: 1) parents• feelings; 2) family balance; 3) 
guilt feelings; and 4) degree of anxiety. Those factors 
which fell in the category called serious were given a 
weight of two points; in the moderate category, one point; 
in the minimal category, zero. On this basis the highest 
possible score indicating family disturbance was eight. 
A score of 6-8 was considered in the serious category; a 
score of 3-5 was moderate; a score of 0-2 was minimal. 
(See Table 22, page 58.) 
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Each factor was evaluated according to the follow-
ing criteria: 
Serious: 
1. Both parents were very upset. 
2. The child 1 s problem was seen as the cause of 
other family disturbances. 
3. The mother saw herself as responsible for the 
child's problem. 
4. Anxiety was expressed on two levels: (a) the 
problem was connected with a long time fear or concern 
about mental illness1 and (b) the child was identified with 
a defective or mentally ill relative. 
Moderate: 
1. The mother was very upset but the father was 
more tolerant of the problem1 or both parents were only 
mildly disturbed. 
2. The child's problem was seen as connected with 
or caused by other family problems but not as a causative 
factor itself. 
3. The mother saw another family member as 
responsible for the child 1 s problem. 
4. Anxiety centered on the problem itself1 there 
was concern for the child's adequacy but no expressed 
identification with mental illness. 
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Minimal: 
1. Both parents were concerned only because of 
outside pressure. 
2. The problem was seen as affecting only the child. 
3. Responsibility was projected on the outside, 
school, friends, etc. 
4. The child was seen as basically all right with 
a minimum of anxiety expressed. 
TABLE 22 
DEGREE OF FAMILY DISTURBANCE BY CASES 
Case numbers 
Factors 
1 2 3 4 5 6 7 8 9 10 
Parents' feelings 2 1 2 1 0 1 1 2 1 1 
Family balance 1 1 2 0 0 0 1 2 2 1 
Guilt 2 2 0 0 0 1 2 1 2 2 
Anxiety 2 1 2 0 0 1 1 1 2 2 
Score 7 5 6 1 0 3 5 6 7 6 
In the two cases where the child's problem caused 
"minimum disturbance" to the family, the presenting problem 
was school related. In Case 4, great improvement was seen 
when the child was moved to another schooli in Case 5, some 
improvement came when the boy was moved to another teacher 
and began to take music lessons. In terms of precipitating 
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pressures, they are at either extreme, Case 4 being in the 
group which was largely internally motivated to come and 
Case 5 being the one case in which the pressures were wholly 
external. However, they are similar in that the problem was 
seen in both cases as outside the home and the solutions 
obtained through manipulation of the environment. Both 
families felt a 11minimum 11 of disturbance since they felt a 
minimum of responsibility for the problem. 
The three cases of 11moderate disturbance 11 have 
similarities. They all involve six year old boys and they 
comprise three of the four cases in which the presenting 
problem was not school related. Although their presenting 
problems centered in the home, there was a feeling in each 
of these families that the child would grow out of it. It 
might have been this feeling that counteracted an underlying 
anxiety on the part of the mothers for all of them were in 
the group for which the precipitating factor was the 
verbalization by a crucial person of the mother's long held 
fear. Two of the mothers reported some improvement based 
upon the fact that the children had matured some and were 
easier to live with. In the third of these cases, where the 
presenting problem was transvestism and effeminacy, the 
mother used the fact that the clinic did not immediately 
call her for further treatment as reassurance that the 
problem was not as serious as she had thought. In the 
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follow-up interview she reported the situation as unchanged. 
In half the cases the child's problem was "seriously 
disturbing" to the families. In this group we have two 
extremes. Case 8 presented a family with few problems very 
upset at the child's school difficulties. This was the 
mother who said, "When one thing goes wrong, everything goes 
wrong." Case 9 presented a family with many problems where 
a disturbed, ill, and jealous mother saw her daughter as 
the cause of all the family disharmony. This was the single 
case in which the mother felt the situation had become worse 
since the application interview. This family had previously 
tried psychiatric and casework treatment but it had been 
given up because of the mother's poor health. 
All three families which had availed themselves of 
psychiatric treatment at other agencies during the waiting 
period between application and the offer of diagnostic 
service were in the group considered as "seriously disturbed" 
by the child 1 s problem. In Case 1, mother and daughter went 
into private psychiatric and casework treatment. In Case 10, 
mother and son entered treatment at another psychiatric 
clinic. In Case 3, the boy was sent to a treatment boarding 
school. 
Summary 
The families in this sample were more apt to apply 
to the clinic in response to external pressures than to 
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internal ones. All the mothers expressed awareness of the 
problem and varying degrees of internal disturbance about it, 
but eight of the ten did not actually seek help until after 
some person outside the family exerted some kind of pressure 
on them. This pressure varied in intensity from a mere 
suggestion which verbalized a fear long felt by the mother 
to outright and explicit demand by school authorities that 
something be done. 
In this study little relationship was reflected 
between the degree to which these parents felt the family 
balance disturbed by the child's problem and the kind of 
pressures, internal or external1 which moved them to apply 
to the clinic. This suggests a difference between an 
external judgment of disturbance and the internal experience 
of the family. 
Regardless of the nature of the precipitating 
pressures, however 1 there seemed to be a relationship 
between the degree to which the family felt disturbed and 
their persistence in seeking treatment. All three families 
in the sample who entered into psychiatric treatment situ-
ations after their contact with the clinic were in--the 
category of those who felt the family "seriously disturbed" 
by the child 1 s problem. 
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The Clinic Experience 
For a variety of reasons and responding to different 
kinds of pressures, at a given point each of these families 
found its way to the clinic. In the follow-up interview we 
tried to find out something of what the clinic experience had 
meant to them. In this section we shall deal with some of 
their preconceptions about the clinic, their reasons for not 
returning, and their feelings about the clinic as a helping 
agent. 
Parents• Preconceptions 
Three areas are included in the following examination 
of the ideas held by these parents before coming to the 
clinic: 1) their image of theciinic as an agency; 2) their 
expectations of the role of client; and 3) their attitude 
toward change in the symptom. 
Image of the Clinic. This section will be confined to a 
discussion of the ideas these parents had of the agency. It 
does not include their concepts of themselves as clients and 
what would be expected of them. Three elements are consid-
ered: the degree to which the purpose of the clinic was 
understood; the concepts of how treatment was carried out; 
and the ideas about the nature of the problems dealt with. 
The responses were distributed on a continuum 
ranging from 11realistic 11 to 11unrealistic. 11 The image was 
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considered "realistic" if 1) the clinic was seen as an agency 
for psychiatric treatment~ 2) treatment was understood to be 
carried out through a continuing relationship with a thera-
pist~ 3) the problems deal with were understood to be emo-
tiona! in origin and amenable to treatment. 
Because of earlier experiences, two of the families 
had a "realistic" appreciation of what the clinic was and 
what it did. Five mothers had a "fairly realistic" under-
standing of the clinic's purpose and of treatment1 but they 
had some misconceptions which led them to feel that the 
clinic was only for "really crazy kids." One of the families 
had absolutely no idea of what the clinic was all about~ and 
two others knew only that it was a place where a child's 
problems could be brought for solution. Table 23 (below) 
shows the distribution of cases on a scale ranging from 
"realistic" to "unrealistic." 
TABLE 23 
IMAGE OF CLINIC HELD BY PARENTS BEFORE THEY CAME 
Accuracy of perception Number of cases 
"' Realistic 2 
Partially realistic 5 
Mostly unrealistic 2 
Unrealistic 1 
Total 10 
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In the follow-up interview two of the mothers listed 
in the 11partially realistic 11 group reported that they had 
subsequently learned more about psychiatric clinics and were 
more 11 realistic 11 about them. One of these mothers said that 
she was currently engaged in trying to convince a friend 
whose child had school phobia to apply to a child guidance 
clinic. 
Case Illustrations 
Group 1: Realistic. Fairly clear understanding of the 
purpose of the clinic and of treatment, as well 
as of the nature of the problems dealt with, 
Case 1. Mother had been secretary for 
a family service agency and father worked 
as a caseworker for the welfare department. 
They saw the clinic as an appropriate agency 
for the child's school phobia and were 
willing to enter into a continuing treatment 
relationship. 
Case 2. Parents had been in treatment 
for marital problems at a family service 
agency. They had also had contact with 
several social agencies in the course of 
placing an older retarded child. They 
expressed some understanding of the casework 
relationship and felt that the clinic could 
help with the child•s separation problem. 
Group 2: Partially realistic. Some understanding of the 
purpose of the clinic and the method of treatment 
but some misconception of the nature and severity 
of the problems dealt with. 
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Case 9. This very disturbed mother had 
been in treatment with a private psychiatrist 
as well as at a family service agency. 
Because she was often ill, she spent a great 
deal of time in hospitals and doctor•s offices. 
For her, coming to the clinic was like coming 
to another doctor who would treat and cure. 
Case 10. Mother saw the clinic quite 
11 realistically 11 ; but because of past experi-
ence with closed intake at child guidance 
clinics, she felt that it was 11 no use for a 
parent alone .. to apply. 11We thought we had 
a better chance when the school called or the 
psychologist ... 
The following cases are strikingly similar. Although 
each of these three mothers showed some understanding of the 
purpose of the clinic and the method of treatment, they 
shared the same misconception of the kinds of problems dealt 
with. 
Case 6. Mother felt that people who 
saw psychiatrists were crazy. When a long 
time went by without having heard from the 
clinic, she was relieved. Her thought was 
that it meant her problem was not serious 
enough for the clinic to bother with. 
Case 7. 11 l: felt that [the clinic] was 
meant for a child that was really nutty ... 
Case 8. 11As a girl, I thought you 
were cons~dered crazy if you came to a 
psychiatric clinic. It would be a mark 
against you ... 
Group 3z Mostly unrealistic. Little understanding of the 
purpose of the clinic or of treatment, but some 
recognition of the clinic as a place to come 
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with the child's problem. 
Case 4. While these parents expressed 
no view of the clinic, they came without 
outside pressure to present school problems. 
Their concern was that the boy was unhappy 
and disturbed about something, but they 
showed little understanding of the purpose 
of the clinic, expecting concrete answers 
to the list of questions the mother had 
prepared. 
Case 5. Parents thought of the clinic 
as a final source of help in disciplining 
the boy when all else failed. 
Group 4: Unrealistic. Misconception of purposes of clinic, 
treatment, and kind of problems dealt with. 
Case 3. Parents came only because the 
school put strong pressure on them. They 
were angered at the fee. When treatment was 
explained, they said it would do no good 
because talking to the boy had never helped. 
Mother said, ".I'll go home myself tonight 
and treat Richard." 
Role Expectation. The mothers• ideas about who would be the 
major agent in bringing about change indicated wnat they 
expected of themselves in the role of cient. Only one 
mother felt that the parents themselves were "responsible ... 
Two mothers had some feeling that they would be involved 
but they expected that the clinic would tell them what to 
do. In the other seven cases no active sense of involvement 
was expressed. 
In terms of where they expected the major work 
would be done, three looked to the clinic alone. Four 
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expected that the clinic and the school would do the work. 
One felt that the child's growth plus some assistance from 
the school would settle the problem. One looked to the 
family physician. And, as noted above, one couple felt that 
they themselves must handle the job. 
Attitude toward the Symptom. In presenting their thoughts 
and feelings about whether the symptom could change, eight 
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mothers felt that something could be done about the problem. 
Of these, five might be characterized as 11 optimistic, 11 i.e., 
they felt that with help things could definitely get better. 
Three were somewhat 11ambivalent 11 about it. While they hoped 
things could get better, they also feared that maybe the 
child was that way by nature. Only two were quite 11pessi-
mistic, .. feeling that the trait was probably inherited and 
therefore unchangeable. 
These three sets of ideas which the parents held 
before coming to the clinic were combined in various ways. 
There seemed to be little correlation between the three 
factors: the degree of realism in their image of the 
clinic: the degree of optimism about change in the symptom: 
and their ideas of who would do the work. Tables 24, 25, 
an~ 26 (on pages 68 and 69) show the distribution of these 
factors in relation to one another. 
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TABLE 24 
RELATIONSHIP BETWEEN IMAGE OF CLINIC AND 
ATTITUDE TOWARD SYMPTOM 
Attitude toward symptom 
Image of clinic 
Opti- Ambiva- Pessi-
mistic lent mistic 
Realistic 1 1 
Partly realistic 2 2 1 
Mostly unrealistic 2 
Unrealistic 
- -
1 
- -
Total 5 3 2 
TABLE 25 
RELATIONSHIP BETWEEN ATTITUDE TOWARD SYMPTOM 
AND IDEAS ABOUT CHANGE AGENT 
Attitude toward symptom 
Change agent 
Opti- Ambiva- Pessi-
mistic lent mistic 
Clinic 1 1 1 
Clinic and school 3 1 
Child and school 1 
Physician 1 
Parents 1 
Total 5 3 2 
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Total 
2 
5 
2 
1 
10 
Total 
3 
4 
1 
1 
1 
10 
TABLE 26 
RELATIONSHIP BETWEEN LMAGE OF CLINIC AND 
IDEAS ABOUT CHANGE AGENT 
Image of clinic 
Change agent 
Real is- Partly Mostly Unreal-
tic real. unreal. is tic 
Clinic 2 1 
Clinic and school 2 1 1 
Child and school 1 
Parents 1 
Physician 1 
Total 2 5 2 1 
Total 
3 
4 
1 
1 
_..1 
10 
Eight out of ten of the sample felt that some degree 
of change could be expected in the symptom; even of the ten 
had a fairly "realistic" image of the clinic; and seven felt 
that the clinic would do all or part of the work involved in 
change. However, ~ case by case analysis did not indicate 
any special relationship between the holders of these views. 
Time Factors 
All of the cases in the sample were seen in appli-
cation interview within three months of their original 
telephone contact ~ith the clinic, seven of them being seen 
within one month. In the case of the child with school 
phobia_, the application interview was held,one week after 
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the telephone referral. The time between application 
interview and the offer of appointments for further diag-
nostic study ranged from six weeks to sixteen months. This 
long a period was unusual since in eight of the cases 
appointments were offered within seven months. (See Table 
27, page 71J 
In two of the four cases in which the waiting period 
was given as one of the reasons for not continuing, seven 
months had elapsed between the application interview and the 
offer of further appointments. The mother who waited 
sixteen months said that she would have come had she been 
called earlier. She assumed that her failure to hear meant 
that the clinic was not interested because her case was not 
serious enough. One case was an interesting demonstration 
of how time can feel to an anxious person. This mother 
remembered the waiting time as six months~ in actuality her 
case had been given priority and she had been called in six 
weeks. But by this time she had already begun private 
treatment. 
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TABLE 27 
TIME FACTORS 
Time elapsed Between referral Between application 
and application and offer of diag. 
Less than 1 month 7 
1-2 months 1 1 
2-3 months 2 1 
3-4 months 2 
4-5 months 1 
5-6 months 1 
6-7 months 2 
Over 7 months 1 
Not recorded _1 
Total 10 10 
Reasons for Refusal of Further Appointments 
When asked why they had not accepted further appoint-
ments, two mothers gave three separate reasons1 four mothers 
gave two reasons; and four mothers each gave only one. 
(See Table 28, page 72.) 
The most frequently mentioned reason was help from 
other sources. Of the six mothers who mentioned this, two 
were in psychiatric treatment; two felt that the school had 
been sufficiently helpful; and one each spoke of the family 
physician and a friend. 
In four of the cases the waiting period was given as 
one reason. Three mothers gave reasons which related to the 
clinic. One of these was angry because in the application 
interview she had been questioned about her first husband 
in the presence of her second. The two others had felt that 
the interview was no use, ••a waste of time. 11 In two other 
cases where the mothers themselves did not express a 
negative attitude toward the clinic, they mentioned that 
other helpful figures had thought that treatment was not 
necessary. In one of these cases it was the family doctorr 
in the other it wa'S the school guidance counsellor. 
Changes in the family were mentioned in two cases. 
In one of these the mother had become pregnant and could not 
manage the appointments; in the second the mother's illness 
was given as the reason. 
Two families felt that changes in the school had 
improved the situation to the extent that they no longer 
needed the clinic. In one case it was improvement in the 
child. 
TABLE 28 
REASONS FOR REFUSAL 
Reasons 
Other sources of help 
Waiting period 
Attitude toward clinic 
Changes in family 
Changes in school 
Changes in child 
Total 
Number of times mentioned 
6 
4 
3 
2 
2 
_1 
18 
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Feelings about the Clinic as a Helping Agency 
Although only three mothers expressed negative 
feelings about the clinic when asked why they had not come 
back, when asked if they had felt that the clinic had been 
helpful in any way, nine of them said, 11No. 11 Only one said 
that she had been helped "to some extent. 11 
Four of the nine who felt that they had not been 
helped gave an unqualified answer: three of them felt that 
the clinic had not helped them at the time they needed it 
most; two made other comments: 11 We only went once ... "I was 
so upset at the time ... 
The words of the one mother who felt she had been 
helped to some extent seemed to reflect the feelings of 
several of the others. Having the interview, she said: 
. made us feel we would get help. But it was 
also upsetting. I felt deserted not to hear. We 
needed help then. We needed it more so at that 
time than later .... If we'd had a diagnostic 
and we knew we were accepted, we could have waited 
then. Then we could have called if there was 
trouble. It would have been easier. We were left 
in the air. It was a very difficult time. 
When this mother was called almost seven months after the 
application interview, she and the boy had already begun 
treatment at another clinic. 
Despite this feeling that they had not received help 
from the clinic, four of the mothers said that they would 
apply again if they were to have another problem with this 
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child or other children. Four others said that they would 
not come again and the remaining two were uncertain. 
(See Table 29, below~. 
Three of the four who said they would not again 
apply to the clinic gave as their reason the fact that they 
felt that the solution they had subsequently found was 
satisfactory. They thought they would handle future problems 
in the same way. 
Two of the four who said that they would apply in 
case of some future problem indicated that their ideas about 
the clinic had changed since their contact with it. They 
showed a more "realistic" appreciation of clinic aims, 
treatment, and problems. 
TABLE 29 
RELATIONSHIP BETWEEN FEELINGS ABOUT THE CLINIC 
AND POSSIBLE RE-APPLICATION 
Feelings about clinic 
Possible re-
application Positive Ambivalent Negative 
Yes 4 
No 4 
Uncertain 
-
1 1 
-
Total 0 1 9 
Total 
4 
4 
_2 
10 
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Sununary 
In analyzing the applicants• preconceptions about 
the clinic and treatment, we found that eight of the ten had 
some degree of optimism about the possibility of change and 
seven of them were somewhat "realistic" in their.view of the 
clinic and its purposes. These are factors logically 
associated with continuance. 
However, only three of these mothers saw themselves 
as involved to any degree as change agents. Seven of them 
expected the clinic, or the clinic and school together, to 
make any necessary changes. This tendency to expect others 
to do the work corresponded to the previous finding that most 
of these families applied to the clinic because of external 
pressures. Dependence upon others seemed to be characteris-
tic of this group of non-continuing mothers, 
In regard to their experience with the clinic, one 
fact emerged most clearly from the data. All of these 
mothers felt that the clinic had not given them help at the 
time when they were most in need of it. 
Although the time elapsed was not excessive, the 
reasons given for refusing the offered appointments 
suggested that in the intervening time the sense of crisis 
had been attenuated by help from other sources or by changes 
in the situation and in the child which had brought some 
relief. 
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Developments Subseguent to the Clinic Contact 
This section is concerned with what happened in 
these families in the fifteen to twenty-six months that 
elapsed between the application interview and the follow-up. 
It is divided into four parts: 1) the actual steps taken to 
deal with the problem; 2) changes in the child and in the 
family as perceived by the ten mothersr 3) the interaction 
between these changes and the mothers 1 attitude toward the 
child7 and 4) the sources of help available to them. 
Steps Taken to Deal with the Problem 
The steps taken to deal with the problem are defined 
in this part as those overt actions taken by the parents to 
solve the problems which brought them to the clinic. In the 
course of taking such action, changes may have occurred in 
the child and in the parent which affected attitudes and 
behavior and which, in turn, contributed to the intensity of 
their problem solving efforts. As we shall see later, these 
changes subtly influenced what the parents were doing at 
home and their ef.forts on the child • s behalf, but they are 
not included in our definition of intensity of efforts as it 
is used here. 
Intensity of Efforts. Before the families had come to the 
clinic, they had all made some effort to deal with the 
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problem. The intensity of the efforts had ranged from 
minimal in five cases, i.e., the use of tutoring and 
remedial help at school or physical examination, to maximal 
in two cases, i.e., psychiatric and casework treatment or 
continuing efforts to obtain such treatment for the child 
despite rejections by agencies. Between these, there were 
three cases in which the efforts were seen as moderate, i.e., 
physical examination plus some attempt to get psychiatric 
help. These cases were cha'racterized by failure to carry 
through when help was available or failure to persist in 
the face of such difficulties as rejection by an agency 
because of waiting lists. 
After the clinic contact, efforts to solve the prob-
lem continued to be made in other directions. Five of the 
families took action to change themselves or to change the 
environment, two entering into continuing psychiatric treat-
\ 
ment while three transferred the child to a more satisfactory 
school. These efforts were considered to be maximum. In two 
cases the efforts were moderate, involving consultation with 
school guidance counsellors and the introduction into the 
child•s life of new activities such as camp and music 
lessons. The remaining three families, who took only a 
single step, were consi~ered to have made minimal efforts. 
(See Table 30, page 78.) 
According to these definitions, there were a number 
of shifts in intensity of problem-solving efforts in the 
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period between the application interview and the follow-up. 
Of the five families whose earlier efforts were minimal, two 
moved into the group making moderate efforts and three were 
seen to have made maximum efforts in the intervening time. 
Of the three families whose efforts before the application 
interviewwexemoderate, two lessened their efforts and took 
only minimal steps afterwards while one moved into the maxi-
mum group. Of the two who had made maximum efforts before 
coming to the clinic, one continued this degree of effort in 
two years of private therapy while the other gave up casework 
treatment at a family agency, doing nothing about the problem 
beside continuing to send the child to camp. 
Except for the one family which continued to make 
maximum efforts, all the others shifted. Six increased the 
intensity of their efforts and three decreased them. This 
suggests the possibility that the visit to the clinic, 
although not perceived as particularly helpful in itself, was 
part of a process of tackling the problem which made a 
difference in the way in which it was subsequently handled. 
TABLE 30 
INTENSITY OF EFFORTS AT PROBLEM SOLVING BEFORE 
AND AFTER APPLICATION INTERVIEW 
Intensity of efforts 
before application 
Maximum 
Moderate 
Minimum 
Total 
After application 
Maximum 
1 
1 
3 
-s-
Moderate 
2 
2 
Minimum 
1 
2 
Total 
2 
3 
5 
TIT 
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Four of the five mothers in the group which had 
made maximum effort since the application interview were 
those who reported great improvement in the total situation. 
The fifth reported only moderate improvement because treat-
ment at a psychiatric clinic had been in progress too short 
a time to show major improvement. Both the mothers who had 
made moderate efforts reported some improvement. There was 
some improvement in one of th~ c~ses in which minimal effort 
had been made. In the other two minimum effort cases, one 
mother reported the situation as unchanged and the other said 
things had gotten worse. 
Mnds of Steps Taken. E'ight of the families did at least two 
things each in their efforts to solve the problems of their 
children. One family reported having done three rlifferent 
. 
things and one family reported only one. Altogether twenty-
one steps were mentioned as having been taken. 
Nearly half of these steps related to school. In 
five cases school counsellors were consulted7 in three cases 
children were transferred to other schools1 and in two cases 
the children were enrolled in special remedial reading 
classes. In two cases each, medical and psychiatric help 
was sought. Seven families took steps to interest their 
children in new activities: four children went to campr two 
started music lessons7 and one joined a settlement house 
group. 
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When we compare what was done after the application 
interview with the steps taken to get help before coming to 
the clinic, the major change is the inclusion of new activi-
ties for the children. In the earlier phase five families 
had sought help from child guidance clinics; four from medi-
cal clinics; three from private physicians. Private tutors 
had been engaged for two children; two others were in reme-
dial reading classes. Two mothers had consulted school 
guidance counsellors. One family had had private psychiatric 
treatment. (See Table 31, page 81.) 
We see here a definite shift from trying to get help 
from medical and psychiatric ·resources to a more active 
utilization of educational and recreational facilities. It 
seems as if, having sampled and rejected what a child guid-
ance clinic had to offer, these parents then turned to a 
more intensive use of the external environment. 
There is also a difference in the way in which medi-
cal and psychiatric resources were used. Before the clinic 
contact, they sought diagnostic help from these sources. 
They wanted to find the cause of the trouble. Those families 
that continued to apply for medical and psychiatric service 
after the clinic visit used it for treatment. 
Again, as in the previous findings on intensity of 
effort, the application interview seems to have marked a 
turning point in the ways in which the problems were handled. 
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TABLE 31 
SOURCES OF HELP BEFORE AND AFTER CLINIC CONTACT 
Resource 
Educational 
Better schools 
Guidance counsellors 
Private tutors 
Remedial reading classes 
Total 
Medical 
Clinics 
Private physicians 
Total 
Psychiatric 
Clinics 
Private psychiatrists 
Total 
Recreational 
Camps 
Music lessons 
Settlement houses 
Total 
Before coming 
to clinic 
0 
2 
2 
2 
4 
3 
5 
1 
0 
0 
_Q 
6 
7 
6 
0 
After coming 
to clinic 
3 
5 
0 
2 
0 
2 
1 
1 
4 
2 
1 
10 
2 
2 
7 
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Changes in the Child and in the Family 
Changes in the Child. In half the cases the mother reported 
improvement in the child's functioning in all the problem 
areas presented at the application interview. In one case 
there was some improvement in most of the problem areas. 
In two cases there was no change in most of the problem 
areas, but some had improved to a limited extent. In only 
one case did the mother report no change, or deterioration, 
in all the problems previously presented. Finally, in one 
case, where most of the problem areas had remained unchanged, 
problems had developed in two areas not presented at the 
application interview. 
In relation to the presenting problem only, all six 
of those for whom the presenting problem was school related 
showed improvement, In three of these cases, the mother 
said that the problem was completely solved. These were the 
three in which there was a change of school. In the two 
cases in which parent-child relationship was the presenting 
problem, one had improved somewhat and the other had 
deteriorated. The one general behavior problem was somewhat 
improved, while the single intrapsychic problem had remained 
the same, 
Changes in the Family Situation. Eight of the families 
reported some changes. Of these, six were changes inside the 
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familyr one mother reported a change outside the family; 
and in one case the change was a combination of the two. 
In the six cases of change within the family, three 
involved the birth of a new baby. In two cases marital 
relations were said to have improved. Five said that the 
change was for the better and one said it was for the worse. 
Illness and poorer marital relations accounted for the 
worsening change. New babies and improved marital relations 
were seen as factors contributing to improvement. In one 
case, placing the child for whom help had been sought in a 
treatment boarding school was considered responsible for 
total improvement in the family situation. 
The one case in which the change was outside the 
family is an interesting example of the role of the commun-
ity. The mother had been very lonely in her new suburban 
horne. In the past two years, she made friends and began to 
engage in community activities. She was one of the mothers 
who felt that a change in her attitude had contributed to 
the child*s improvement. 
The fact that an older sibling had finished school 
and was now working was a combination of internal and 
external change. This meant a shift in status and roles as 
well as an increase in the family income. 
Causes of change in the child. Of the eight mothers who 
reported change for the better in the chad's functioning, 
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none gave a single cause. Five factors were seen as 
responsible for the improvement in the child. Six mothers 
felt that the child had matured enough to handle the problem 
more adequatelyr five attributed improvement to changes in 
school. Three said that their own attitude had changed so 
they had more patience and understandi~g. Two felt that 
psychiatric treatment had made the difference. In different 
ways new babies were seen as helpful in two cases. In one 
family where the presenting problem was difficulty in 
separating from the mother, the arrival of the baby meant 
that the patient was not the baby any longer and, superfi-
cially at least, he was less clinging and demanding. In the 
second case, the change was in the mother who said she was 
always harder to live with when she was pregnant. She felt 
that after the baby was born she was better able to handle 
the family. (See Table 32, below. ) 
TABLE 32 
FACTORS PERCEIVED AS INFLUENCING CHANGE IN THE CHILD 
Factor influencing change 
Maturation of child 
Changes in school 
Changes in mother's attitude 
Psychiatric treatment 
Birth of new baby 
Total 
Number of times 
mentioned 
6 
5 
3 
2 
2 
-rn 
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Changes in Attitude toward the Child 
The efforts made to solve the problem and changes in 
the child and in the family had an effect upon the mother•s 
attitude toward the child and upon her ways of handling him. 
In this section, by drawing heavily on the follow-up inter-
views, we shall try to show how these elements interacted in 
the actual situation. 
When asked to evaluate the degree of change since 
the contact with the clinic, four of the mothers reported 
marked improvement. Four others felt there had been some 
improvement. One said the situation was the same and the 
tenth found things much worse. 
In the following case illustrations, the mothers 
tell how they feel about the changes that have taken place, 
Case Illustrations 
Group 1: These mothers reported marked improvement. 
Case 1. What do people do in an 
emergency? When I couldn 1 t get into the 
clinic, I was at loose ends. I went to a 
private child psychiatrist. It was very 
difficult, but we had to do it. We took 
out a loan and my husband worked round the 
clock. We are now starting termination 
and we go once in three weeks. 
There has also been a big change in 
me. Now I feel I, too, am a person. I 
have joined several organizations, do work 
at Hecht House. I want my children to be 
proud of me. My husband has been trying 
too. He is more involved with the children. 
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My daughter and I were very close. 
Through her we saved the marriage. It 
started with her and finished with her. 
I think she's saved us all. My feeling 
for her is different, more grown up, 
more letting go. 
Case 3. All I can say is that it 1 s 
peaceful here now. It's wonderful when 
I come home and hear some one screaming 
to know it 1 s not my child. The other 
children in the family used to be 
bothered by him, but now when he comes 
home [from boarding school], you wouldn't 
know it was the same boy. His brothers 
buy him presents now. One of them saves 
all his comic books and sends them to 
Richard once a month. 
He travels back and forth from school 
all by himself. I think even the older 
boys couldn't do that. 
For his tenth birthday in January, we 
sent him a cake to share with the boys at 
school and gave him a transistor radio that 
he 1 s crazy about. His manners have 
improved in every way. He is much more 
respectful and likes to call us 'mother' 
and 1 father' in a very formal polite way. 
[The school] is the best thing that ever 
happened to us. 
My husband is tickled pink with the 
change. He insists that Richard stay 
there and he's willing to work hard for 
the extra $40 a month. He feels it's 
worth it. 
Case 4. In everyone's opinion he has 
completely matured now. He's matured 
physically and matured mentally. We changed 
him to private school, a very advanced school, 
only eight pupils in a class. He's doing 
well in algebra, but the teacher says he 
lacks a lot of basic education, especially 
history and geography. In parochial school 
he had mostly religion. He is extremely 
talented in art and concentrates in that. 
The change in the school is responsible 
for most of the change. It's also that he 
has matured physically. My doctor, in whom 
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I have the greatest confidence, feels that 
the trouble at that time was that he was 
putting so much strength into growth. He's 
such a sweet boy, if I can say so myself, 
so considerate, so kind. 
Case 8. Things are just wonderful now. 
We feel it was the school. Frank wanted to 
please his father so he went there, but I 
felt he wasn*t ready. Maybe it was my 
fault too. Being my first child, maybe I 
was a little over-cautious. 
That was the worst year of our life. 
All new, all strange. He was too young. 
He couldn't defend himself. Then all his 
anger came out. I should have understood it. 
He had fights with his sister, arguments 
with his father and me. 
He came back here to the neighborhood 
junior high for the eighth grade. He's 
been doing very well in school, has been 
recommended for the special examinations 
for English High. He could go back to 
Boston Latin. Now he would be 100% ready. 
we•ve decided that he's going to make all 
his decisions with the school guidance 
counsellor. 
Everything took care of itself. It's 
normalized. I'm no angel. He's no angel .. 
we•re normal people. But then everything in 
the family focused on that one spot--Frank. 
We even forgot our daughter was around. 
Group 2: These mothers felt there had been some improve-
ment. 
Case 2. Stanley has improved but there 
are still some things. He doesn't cling to 
me so much any more or try to sit in my lap. 
Once in a while he still asks me to dress him 
and tie his shoelaces; but if I say, 'You can 
do it yourself," he does it. 
He 1 s doing well at school, but he 
doesn't go out to play with the kids around 
home. His brother and sister call him 
'baby' and 'Thumbelina' because of his baby-
ish ways and thumbsucking. He can't get 
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back at them physically so he tries to get 
back at them in other ways--teasing and 
nagging. There's a lot of arguing and 
fighting. 
Day camp has done him a lot of good. 
He wants to go to over night camp next 
summer, but I think he's too young. 
He's crazy about the new baby. He 
told me, "I was sure I wouldn't like the 
baby because I wouldn't be baby any more. 
But when I saw her, I loved her." 
I 1 ve changed too. I don't treat him 
like a baby any more. I'm too busy with 
this one, [She pointed to the play-pen.] 
Case 5. I think he 1 s buckling down 
now. No complaints [from school] this 
year. We know he's nervous. We thought 
if he took up a musical instrument, that 
would take off the tension. The doctor 
gave me some pills to quiet him down but 
he got worse. So I stopped them. It 
doesn't bother me. We get along well. 
He 1 s quick-minded. We enjoy him. 
I think he's growing up. I think it's 
taking a little bit longer for him. At 
home he's good. Why is he that way in 
school? I 1 ve heard of families where they 
beat with a strap. I can't see that. 
When he comes home with poor marks, I 
tell him that hurts me. I think he'll 
straighten out, but it has to come from 
him. I know that. 
Case 7. When I came to the clinic 
he was home all the time. Now he's away 
a lot, at school and playing. I don't 
see him so much, don't observe as closely. 
I antagonize him with my own nervousness. 
This irritates him, my constant nagging. 
His father does a lot with him, building 
models, playing chess. He's good at that, 
really likes it. 
Maybe he's grown on me. Maybe I 1 m not 
as nervous as I used to be. He has common 
sense. You can talk to him now. I don't 
hit him. My first reaction used to be to 
beat him. I used to pound him. Now I 
don't. He's sent to his room. 
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Case 10. [This mother and son had 
begun treatment at a mental health center 
four months before the follow-up inter-
view.] 
He's doing very well. He's easier to 
manage, doesn't have outbursts, temper 
tantrums, etc. He 1 s a likeable little 
fellow. His father is more concerned about 
school than I am. The main problem now is 
school work. 
I am less tense. I was very tense 
because I was concerned about Jimmy. Now 
he is getting help, I feel more relaxed. 
Also I was pregnant then, When's I 1m 
pregnant, things upset me more. 
We had problems with my husband's 
parents. My mother-in-law was upset 
because we were seeking treatment for Jimmy. 
She blew up, extremely against it. But my 
husband and I stood up to this. We were 
anxious to get treatment. What more or 
less brought it to a head was being seen 
at the clinic. Around the fact that 
Jimmy was having trouble, we began to dis-
cuss more. My husband and I are more eye 
to eye the past couple of years. 
Group 3: This mother reported no change. 
Case 6. Tommy isn't bothering with 
my clothes any more. But the way he acts, 
it 1 s still like a little girl. He's not 
happy. It seems to me he wants something 
and just can't get it. 
I used to get him dolls, but I don't 
now. He likes games. Anything a boy does, 
he doesn't want to do. He got trucks for 
Christmas, but he 1 s not interested in them 
at all. Now he's learning the violin. He 
likes that. 
One day one of the girls called him a 
fairy. I got mad and went out and told her 
off. It still bothers me when they call 
him names because he's a sweet kid. 
When the others fight or do wrong, I 
give them the switch. But Tommy's so 
afraid. When he sees the others being hit, 
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he tightens up as if he was being hit him-
self. When he does these actions, like a 
girl, I tell him not to do that. The 
doctor explained to me to tell him he 1 s a 
boy. I guess that hurts him. He blushes 
and hangs his head. He'll just sit then 
like as if he was thinking about it. 
My own doctor told me not to bother 
about it now. He took him in and had him 
do pictures. Then he told me not to worry. 
Group 4: This mother reported change for the worse. 
Case 9. I don•t feel she's improved. 
I don 1 t feel she can be any worse than she 
is. My husband and I have been separated 
twice because of Marilyn. It 1 s a horrible 
thing to say. She starts arguments between 
us. I have given up. I can't cope with 
her. I 1 m at my wit's end. She knows how 
to break you down. If she starts an argu-
ment between my husband and me, we don't 
talk to each other for four or five days. 
I 1 ve had a couple of nervous breakdowns. 
Last summer she went to camp. With the 
help of God, I hope she 1 11 go there again 
this year. It was marvellous. I was amazed 
that she did well. I thought I would have 
to take her out, she 1 d be trouble. 
Someone from the family service agency 
spoke to her teacher. After that her 
teacher had her eating out of her hand. 
She ~ent from c- to A in conduct. At 
Hebrew school she gets A in conduct and 
efforts. But at home, from the time she 
enters the door, you can go out of your mind. 
Helping Persons 
When these families were originally referred to 
the clinic, they had been helped to come by a variety of 
referral agents. Beyond the formal referral, a number of 
helping persons were involved in moving some of these 
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parents to apply. Eight physicians, four school counsel-
lors, three family members or friends, and one social worker 
were among the formal and informal referral agents for these 
ten cases. 
When the parents decided not to use the clinic, 
they tended to go back to these referral agents who then 
either helped them directly or sent them elsewhere. As we 
have seen, at this point the parents began using other 
resources. (See Table 31, page 81.) In the follow-up 
interview when the mothers were asked who had been helpful 
in the past year or two, seven of them mentioned school 
personnel1 seven spoke of persons in other community 
agencies; five were helped by family members or friends; 
three turned to their family physicians; and two made use of 
psychiatric and social work help.· (See Table 33, below.) 
TABLE 33. 
PERSONS WHO HAVE BEEN HELPFUL 
Number of cases 
Helping persons 
Physicians 
School personnel 
Family or friends 
Psychiatrists or social workers 
Persons in community and 
recreational agencies 
As referral 
agents a 
8 
4 
3 
1 
0 
Since clinic 
contact 
3 
7 
5 
2 
7 
a Includes anyone influential in moving these families to 
apply to the clinic. 
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At the time of referral, physicians led the list of 
helping persons. Subsequently, the larger numbers of help-
ing persons tended to be found in the schools or other 
community and recreational agencies. Second to these two 
were family and friends. 
As the mothers talked about these people, it became 
apparent that the personal aspect of the help was very 
important. These were people "you could talk to." They 
"would listen." The element of confidence and trust came 
out again and again in the mother's references to them. 
Drawing on the interview material, we can see who these 
persons were and how they helped in each case. 
School Personnel 
School guidance counsellors were mentioned most 
often. They played an important role in referrals. In 
Case 3, the school adjustment counsellor went to the home 
to press the parents to apply to the clinic. When the 
parents refused clinic service, he worked hard to get the 
boy into a special treatment home. He was instrumental in 
getting scholarship aid from the school committee, helped 
the parents with their application, and has continued to 
assist them in their relationships with the new school. 
In Case 10, the school guidance counsellor made direct 
contact with child guidance clinics and followed through 
in arranging appointments for a mother who had previously 
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been refused application because of closed intake. When 
three months went by with no word from the Thorn Clinic, this 
counsellor made application to another child guidance clinic 
where the family was accepted. 
In Cases 5, 7, and 10, guidance counsellors helped 
within the school setting by becoming acquainted with the 
child and arranging to have him placed with a more under-
standing teacher. 
Classroom teachers were also helpful. In four cases 
where improvement had come after a child was placed in a 
different class, the mothers said the new teachers were 
11patient, .. "understanding, .. 11 stimulating and helpful, .. 
11managed the child better ... 
Other Community Agencies 
The relationships with the persons in this group 
were not so highly personalized. They were seen more in 
terms of the services they provided. Agencies mentioned 
were camps, music school, reading clinics, an adult edu-
cation center, and a school committee. 
Physicians 
In Cases 4 and 6, the physicians were reassuring. 
They told the mothers there were no problems and discouraged 
clinic treatment. On the other hand1 in Case 1, when the 
mother wanted to discontinue private treatment, the family 
physician encouraged her to go on. 
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Family Members 
In Case 3, the step-father worked over time to make 
money for the boy•s tuition. In Case 7, the father, who 
did not feel that clinic treatment was necessary, gave emo-
tional support to the mother and helped her in managing the 
boy. In Case 9, in an effort to prevent the break-up of 
the marriage, the paternal grandfather gave financial aid to 
enable the family to move to a better neighborhood. 
Friends 
In Case 1, a former employer recommended a private 
psychiatrist for the child. In Case 4, a friend told the 
mother about a new private school, In Case 7, the mother's 
whole attitude was changed when she moved out into the 
community and made friends. 
Social Workers 
Both mothers who had gone into treatment remarked 
upon the imp~rtance to them of the relationship they had 
with their social workers. In Case 9, where the mother•s 
illness and emotional difficulties had caused her to give 
up any attempts to solve her problems with her daughter, a 
social worker at the family service agency where they had 
formerly been in treatment kept in touch with what was 
happening to the child through the school and made sure 
that she was sent to camp during the summer. 
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Summary 
All of the families in the sample had made some 
ef£orts to solve their problem before coming to the clinic; 
and all continued to make efforts to do so afterward. There 
was a marked shift in the intensity of these efforts follow-
ing the visit to the clinic. Six families increased and 
three decreased them. This suggests the possibility that 
the application interview, although not perceived by the 
mothers as helpful at the time, was part of an ongoing 
process of trying to find ways to deal with the crisis. 
There was a shift in the kinds of efforts made. 
Before coming to the clinic the families sought help in the 
medical and psychiatric fields; afterward they turned to 
educational and recreational resources. It seemed as if, 
having sampled and rejected what a child guidance clinic 
had to offer, these parents then made more intensive use of 
the external environment. 
There was a difference in the way in which medical 
and psychiatric resources were used. Before the clinic 
contact these families sought diagnostic help from these 
sources in order to find the cause of the trouble; afterward 
those families that continued to use medical and psychiatric 
facilities were interested in treatment. 
These findings suggest that the application inter-
view might have marked a turning point in the ways in which 
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the problems were handled, 
There seemed to be a relationship between the 
intensity of the efforts after the clinic visit and the 
degree of improvement as perceived by the mother. All of 
the mothers who reported marked improvement in the general 
situation were in the groups characterized as having made 
maximum efforts between application and follow-up. 
Some improvement in the child 1 s functioning was seen 
in all the cases but one: with half of the mothers reporting 
improvement in all the problem areas. All of the cases in 
which the presenting problem was school related showed 
improvement. 
None of the mothers who reported improvement 
attributed it to a single cause. The maturation of the 
child and changes in the school situation were mentioned 
most often as factors influencing the change for the better. 
There seemed to be a circular interaction among the 
following three factors: efforts to find solution to the 
problem, change in the child and in the family1 and the 
mother's perception and management of the child. When the 
change in the child was seen as favorable, the total 
situation seemed to move the family toward a more tolerable 
balance. 
Every one of these families received some help from 
persons in the community. At the time of referral, 
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physicians led the list of helping persons, followed by 
school personnel and family and friends. Persons in other 
community and recreational agencies were not mentioned at 
all. In the follow-up interview, the number of cases in 
which school personnel, including class-room teachers, had 
been found helpful increased from four to seven. In seven 
cases, help had been found in a variety of other community 
and recreational agencies. Family and friends were second 
to these. 
A very impor'tant aspect of the relationship to 
these helping persons was the trust these mothers felt in 
them and their feeling that these were people to whom they 
could talk. 
There was some evidence that the attitude of these 
trusted persons toward psychiatric treatment had some 
influence upon refusal of clinic services. Two physicians, 
one school counsellor, and a father, all expressed them-
selves as feeling that the problem could be solved without 
clinic treatment. On the other hand, a family physician 
very strongly supported private treatment for one of the 
mothers. 
97 
CHAPTER V 
SUMMARY AND CONCLUSIONS 
This study was undertaken to explore the experience 
of ten families who, having applied for help to the Douglas 
A. Thorn Clinic for Children, did not accept further diagnos-
tic service. 
Through personal interviews, held one to two years 
after the single clinic contact, and through examination of 
the records of the application interviews, it traced this 
experience, as perceived by the mothers concerned, through 
its several stages, viz., the crisis which led them to apply 
to the clinic; the experience at the clinic itself; subse-
quent changes in the child and in the family in relation to 
the problems presented; and the sources of help in the 
family and in the community which they were able to utilize. 
Answers were sought to the following questions: 
1. What had brought these families to the clinic 
in the first place? 
2. What had the clinic experience meant to them? 
3. What changes had occurred since their contact 
with the clinic in the child's functioning and in the 
family situation? 
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4. What sources of help other than the clinic had 
been available to them? 
Summary of the Findings 
In terms of external characteristics, the families 
in this sample seemed to be very stable. However, the 
number and variety of the problems presented suggest that 
their internal balance was precarious. Health problems, 
marital conflict, and mental illness were the most frequently 
mentioned family problems. 
In most of the cases the presenting problem was 
school related; but the parents had long been aware of many 
other problem areas in the childls functioning. Intra-
psychic problems and problems in peer relationships were 
mentioned in as many cases as school related problems 
although these were not what brought the parents to the 
clinic. 
The families in this sample were more apt to apply 
to the clinic in response to external pressures than to 
internal ones. All the mothers expressed awareness of the 
problem and varying degrees of internal disturbance about 
it, but eight of the ten did not actually seek help until 
after some person outside the family exerted some kind of 
pressure on them. This pressure varied in intensity from a 
mere suggestion which verbalized a fear long felt by the 
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mother to outright and explicit demand by school authorities 
that something be done. 
In this study little relationship was reflected 
between the degree to which these parents felt the family 
balance disturbed by the child's problem and the kind of 
pressures, internal or external, which moved them to apply 
to the clinic • 
Regardless of the nature of the precipitating pres-
sures, however, there did seem to be a relationship between 
the degree to which the family felt disturbed and their 
persistence in seeking treatment. All three families in the 
sample who entered into psychiatric treatment situations 
elsewhere after their contact with the clinic were in the 
category of those who felt the family seriously disturbed by 
the child's problem. 
In terms of the applicants• preconceptions about the 
clinic and treatment, eight out of ten had some degree of 
optimism about the possibility of change and seven out of 
ten were somewhat "realistic" in their view of the clinic 
and its purposes. 
However, only three of these mothers saw themselves 
as involved to any degree as change agents. Seven of them 
expected the clinic, or the clinic and school together, to 
make any necessary changes. This tendency to expect others 
to do the work corresponded to the finding that most of 
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families applied to the clinic because of external pressures. 
Dependence upon others seemed to be characteristic of this 
group of non-continuing mothers. 
One fact emerged most clearly in regard to their 
experience with the clinic. All of these mothers felt that 
the clinic had not given them help at the time when they 
felt most in need of it. 
Although the time elapsed was not excessive, the 
reasons given for not accepting the offered appointments for 
further diagnostic service suggested that in the intervening 
time the sense of crisis had been attenuated by help from 
other sources or by changes in the situation and in the 
child which had brought some relief. 
All of the families in the sample had made some 
efforts to solve their problems before corning to the clinicr 
and all continued to make efforts to do so afterward. There 
was a marked shift in the intensity of these efforts follow-
ing the visit to the clinic. Six families increased and 
three decreased them. This suggested that the application 
interview, although not perceived by the mothers as helpful 
at the time, was part of an ongoing process of trying to 
find ways to deal with the crisis. 
There was also a shift in the kinds of efforts made. 
Before corning to the clinic, the families sought help in the 
medical and psychiatric fields; afterward they turned to 
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educational and recreational resources. It seemed as if, 
having sampled and rejected what a child guidance clinic 
had to offer, these parents then made more intensive use of 
the external environment. 
There was a difference in the way in which medical 
and psychiatric resources were used. Before the clinic 
contact these families sought diagnostic help from these 
sources in order to find the cause of the troubler afterward 
those families that continued to use medical and psychiatric 
facilities were interested in treatment. The application 
interview seemed to have marked a turning point in the ways 
in which the problems were handled. 
There was a positive relationship between the 
intensity of the efforts made after the clinic visit and the 
degree of improvement as perceived by the mothers. All of 
the mothers who reported marked improvement in the general 
situation were in the group characterized as having made 
maximum efforts between application and follow-up. 
Some improvement in the child•s functioning was 
seen in all the cases but one, with half of the mothers 
reporting improvement in all the problem areas. All of the 
cases in which the presenting problem was school related 
showed improvement. 
None of the mothers who reported improvement attri-
buted it to a single cause. The maturation of the child 
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and changes in the school situation were mentioned most 
often as factors influencing the change for the better. 
There seemed to be a circular interaction among 
the efforts to find solutions to the problem, change in the 
child and in the family, and the mother•s perception and 
management of the child. When the change in the child was 
seen as favorable, the total situation seemed to move the 
family toward a more tolerable balance. 
Every one of these families received some help from 
persons in the community. At the time of referral, physi-
cians led the list of helping persons, followed by school 
personnel and family and friends. Persons in other commun-
ity and recreational agencies were not mentioned at all. 
In the follow-up interview, the number of cases in which 
school personnel, including classroom teachers, had been 
found helpful increased from four to seven. In seven cases, 
help had been found in a variety of other community and 
recreational agencies. Family and friends were second to 
these. 
A very important aspect of the relationship to these 
helping persons was the trust these mothers felt in them and 
their feeling that these were people to whom they could talk. 
There was some evidence that the attitude of these 
trusted persons toward psychiatric treatment had some influ-
ence upon refusal of clinic services. Two physicians, one 
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school counsellor, and one father, all expressed themselves 
as feeling that the problem could be solved without clinic 
treatment. On the other hand, a family physician very 
strongly supported private treatment for one of the mothers. 
Conclusions 
This exploratory study of ten families who refused 
service at a child guidance clinic indicated that for them 
the application for help was part of a continuing process. 
Refusal to accept further appointments was influenced by the 
pressures that had brought them to the clinic, by their 
feelings and ideas about the agency, by subsequent develop-
ments in relation to the child and the family, and by the 
availability of help from other persons in the environment. 
These findings suggest that more thorough and 
systematic study of each of these areas would deepen our 
understanding of the intake process by including crucial 
elements in the total situation which have not usually been 
the focus of attention. 
Implications for Further Study 
In this study we have explored and described some of 
the patterns of a small select sample of non-continuing 
parents in terms of precipitating factors, clinic experience, 
and subsequent handling of the problem. A study of these 
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factors in relation to a group of parents who followed 
through in treatment might disclose differences which could 
be diagnostically useful. 
This study has described some of the helping persons 
in the environment and the ways in which they were used. 
This is a large area for further research: 1) in terms of 
providing us with knowledge of resources1 and 2) in terms 
of the influence such persons have on continuance in 
treatment. 
Further knowledge of ways in which families custom-
arily act in real life situations to solve problems with 
their children may provide material on adaptive and mal-
adaptive responses which could be of help in both diagnosis 
and treatment. 
The area of client perception of agency and treat-
ment as well as role expectation in the intake process 
remains to be explored. A comparison of these factors in 
relation to continuing and non-continuing clients might 
yield data useful in prediction and diagnosis. 
In view of the limited resources for treatment and 
the cost in time, effort, and money of continuance, it 
would be helpful if our diagnostic tools could be refined to 
distinguish those applicants whose problems present a 
chronic ?sychological disorder from those for whom the 
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problem is largely one of inability to adapt to a particular 
situational problem. In this study we saw examples of both 
types of client. 
Finally, there is the question of what kind of help 
and what kind of agencies are available to parents whose 
problems may not be suitable for a treatment clinic or whose 
personalities may not be able to accept it, but who still 
feel the needaf help at certain critical points in moving 
toward more adaptive solutions for themselves and for their 
children. 
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APPENDIX A 
LETTER SENT TO MOTHERS 
Dear Mrs. __________________ : 
I am a social worker at the Thorn Clinic. Some time ago 
you came here for help with [child's name]. Although 
we have not seen you recently, as a child guidance clinic 
we have a continuing interest in the development of the 
children and families with whom we have had contact, 
however brief. 
Therefore I would very much like to have a chance to talk 
with you in order to hear how things have been going in 
your family and how [child's name] has been getting 
along since you were here. 
In the next week or two I shall plan to call you to see 
when we can arrange a mutually convenient time at which 
I can visit you. I am looking forward to meeting you. 
Sincerely yours, 
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APPENDIX B 
SCHEDULE FOR FOLLOW-UP INTERVIEW 
CASE NO. PLACE ---------------
PERSON ------------
Reactions to Initial Phone Call: 
Description of House and Person: 
Closing Comments: 
Problem Check List: Health~--- Habits School 
-----
Growth and Development _____ Peer Relations ____ __ 
Parent-Child ______ Sibling -------
QUESTIONS 
1. How is [child's name] getting alone now? 
2. (If change for the better.) This, I gather, is quite a 
change from what the situation was when you came to our 
clinic. What do you think is mainly responsible for 
the change? 
Who has been helpful? 
OR 
(If unchanged or changed for worse.) What are you 
doing about this now? 
Are you finding anyone helpful? 
Check List for Helping Persons: Family ______ _ 
Friends Neighbors School~---­
Private Medical Psychiatrist~----­
Other Clinics -----------
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3. How about yourself? How have you found yourself 
dealing with this situation at this time? 
(If change is mentioned.) How did this change 
come about in you? 
(If husband is not mentioned.) How about your 
husband? 
4. Do you remember just what it was that led you to come 
to the clinic when you did? 
5. Was the clinic any help at all? 
6. (If not answered above.) Could you tell me specifically 
why you decided not to come back? 
7. If you had another problem with this child or with 
another child, would you apply to us again? Why? 
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APPENDIX C 
SCHEDULE FOR ANALYSIS OF DATA 
I. Identifying Information 
Child: Sex __ Age at Application __ Age now __ 
School Grade 11 11 
Family: 
Father 
Mother 
Children 
At Application 
Age __ 
At Present 
Age_ 
Age __ Age __ _ 
(Underline patient to show ordinal position) 
Ages-----
Marital Status __ __ 
Occupation 
Father 
Mother 
Income 
Education _______ Religion ______ ~Ethnic Group __ 
II. Time Factors 
Date of Referral 
-----
Time elapsed 
Date of Appl. Int. 
Date Diagn. Offered~----
Date Follow-up Int. ___ _ 
III. What brought the family to the clinic? 
1. What was the presenting problem? 
2. How long had it been going on? 
3. What other problems of the child emerged at the 
application interview? 
4. How disturbing to the family was the child 1 s 
behavior? 
5. What previous attempts had they made to solve 
the problem? 
6. Were there any other problems disturbing the 
family at that time? 
7. Why had they come at this particular time? 
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IV. What was the nature of their clinic contact? 
8. What ideas did they have about the clinic before 
they came? 
9. Did they feel that the symptom could change? 
10. Who did they think would do the work? 
11. How did the worker evaluate their motivation for 
treatment? 
12. What reasons did they give for not accepting 
further appointments? At the time? In the 
follow-up interview? 
13. Did they feel that the clinic had been helpful? 
14. If they had another problem with this child or 
with another child, would they apply to us again? 
Reasons. 
V. What has happened since their contact with the clinic? 
15. How long has it been? 
16. What steps have they taken in this time to solve 
the problem? 
17. How is the child now functioning in relation to 
the problem presented at the application inter-
view? 
18. What changes do they report in the family 
situation? 
19. To what do they attribute changes that have taken 
place? 
20. Who has been helpful? How? 
21. Do they see the present function of family and 
child as: greatly improved? somewhat 
improved? the same? worse? ______ _ 
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